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The Surgery of the Vascular Cripple 





A. C. JOHNSON, D.O., F.A.C.O.S. 


Detroit 


INTRODUCTION 


Assigned limitations make it necessary that the 
subject under consideration be narrowed down to two 
or three of the congenital vascular anomalies which 
make cripples out of young people. I will discuss 
patent ductus arteriosis, coarctation of the aorta, and 
the tetralogy of Fallot. And because the details of 
surgical technic can be found in any up-to-date text on 
the subject, I shall confine my remarks to a few im- 
pressions gained from my own experience. 

There are many varieties of congenital vascular 
anomalies which can be definitely diagnosed only at the 
autopsy table. There are those which are incompatible 
with life once the pulmonary circulation attempts to 
take over the oxygenation of the blood, so that the 
infant dies promptly after birth. And there are those 
in which life depends upon the patency of the ductus 
arteriosus; death comes into the picture when the 
ductus closes. The ductus may close promptly, or its 
closure may be delayed for hours or for years. All 
such anomalies are of interest because of their bizarre 
nature and not because surgery can be of aid in their 
treatment. 

I do not claim to be an authority upon cardio- 
vascular anomalies, and my experience in the surgical 
treatment of them is limited. Neither do T claim any 
diagnostic acumen in these cases, and I am obliged to 
bow to the superior knowledge of the qualified cardi- 
ologist. The operations I have performed in this field, 
although few in number, have given me much knowl- 
edge and a great respect for the tremendous responsi- 
bility which rests upon the shoulders of the surgeon 
who ventures into the mediastinum. 

The technical difficulties attending cardiovascular 
operations are within the scope of the careful operator. 
The diagnostic difficulties are the obstacles that are 
likely to upset the surgeon’s otherwise placid attitude. 
In my own experience most of my failures have been 
due to incomplete or faulty diagnosis rather than to 
technical errors. For the surgeon who has a warm 
heart, a gross failure to correct a vascular anomaly 
with consequent death of a beloved and often charm- 
ing child builds up a mental hazard with which it is 
very difficult to cope. 

The surgeon who ventures to operate on cardio- 
vascular cases must expect to find in some of them 
conditions which are not amenable to surgical relief. 
For instance, one of my first patients had neither a 
left nor right pulmonary artery. The pulmonary cir- 
culation, such as it was, was carried by many small 
collaterals, no one of which was of sufficient size to 
use in an anastomosis with a systemic arterial trunk. 
Needless to say, the operation killed the patient. 

The last patient operated upon by me for the 
relief of tetralogy of Fallot had a combination of 
bizarre anomalies which made surgical relief impos- 
sible. Because of a right side aorta the surgical 
approach was through the left chest. The subclavian 
artery was the size of a matchstick. Autopsy showed 
this tiny artery arising from the descending aorta 
rather than from the arch. 


PATENT DUCTUS ARTERIOSUS 

Perhaps the simplest and least crippling of the 
anomalies under discussion is the patent ductus. From 
the standpoint of the surgeon it is the easiest to correct, 
and if there is no complicating infectious process of 
great degree within the heart or vessels, surgical 
closure of the ductus should result in the cure of the 
patient. Generally speaking, closure of the ductus in a 
patient who has a complicating subacute pulmonary 
endarteritis tends to result in the cure of the infection, 
especially when vegetations are limited to the pul- 
monary artery. When infection has invaded the endo- 
cardium, the outcome cannot be so optimistically 
evaluated. 


It is a simple procedure to gain access to the 
thoracic cavity, and the only difficulty encountered in 
opening the mediastinal pleura is the oozing of blood 
from many small vessels. It is sometimes a trying task 
to ligate or clip these troublesome bleeders. The ductus 
arteriosus does not come into view as the pleura is 
being lifted from the area; it and its adjacent tissues 
must be uncovered and identified one by one. How- 
ever, the thrill of the blood coursing through the 
ductus itself is readily palpable. The finger tip finds 
the ductus long before it becomes visible as a result of 
careful dissection which is done with the aid of a 
small forceps-held gauze wad and curved forceps. 


The ductus is startlingly thin walled and surpris- 
ingly short. The thinness of the wall calls for caution, 
and the shortness promises difficulty. In addition, the 
recurrent nerve passes just below the ductus and the 
vagus is too close for comfort. Passing curved forceps 
under or around the ductus is a delaying process, but 
the time spent is not wasted. It is far better to spend 
an extra 15 minutes in safely isolating the vessel than 
to chance the terrifying hemorrhage that might result 
from haphazard handling of instruments. 


Those who have performed many operations on 
the patent ductus are about evenly divided as to 
whether to doubly clamp, cut, and stitch the cut ends, 
or whether merely to ligate the vessel. Proper clamps 
are obtainable by those who prefer the cutting and 
stitching technic. These clamps eliminate most of the 
danger in the method. 


I have seen a patient, a 16-year-old girl, who was 
operated upon in one of our largest State hospitals. 
During operation by the cut and stitch technic, one end 
of the cut ductus escaped from the clamp; in the en- 
suing blind scramble to control the horrifying hemor- 
rhage, clamps were applied to the aorta until the cut 
ductus could be reclamped. The girl escaped from 
the experience with her life, but paralyzed downward 
from the waistline. The paralysis appears to be 
permanent. 

In the ductus cases I have operated upon there 
have been no deaths and no accidents, and cure has 
been complete in all. In all cases I used an umbilical 
tape ligature plus two silk ligatures. In no case was the 
ductus cut. It is only fair to state that the ligature 
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method has been known to result in a recurrence of 
blood flow through the ductus. 

Because of the various anomalous conditions that 
might possibly accompany a patent ductus, it is always 
well to note the effect on the patient of compression of 
the ductus before permanent closure is effected. There 
are conditions in which the flow of blood through the 
ductus is essential if the patient is to remain alive, and 
the cautious surgeon will carefully compress the ductus 
to note if any distress results. If the patient shows 
immediate embarrassment, the operation must be aban- 
doned. The audible murmir and the palpable thrill 
that were present prior to surgery are immediately 
eliminated once the ductus is closed. 

COARCTATION OF THE AORTA 


This interesting condition is not so crippling as 
some of the other vascular anomalies; in fact there 
have been cases in which there was little apparent 
symptomatology. However, generally speaking, the vic- 
tim of this disorder has a short life span, usually 
dying of cerebral accident or some hypertensive com- 
plication before the age of 30. 

The constriction in the aorta is most often im- 
mediately adjacent to the ligamentum arteriosum. It 
sometimes involves the left subclavian artery. The 
constriction is often complete so that no blood what- 
ever passes through it. Naturally, with no blood 
passing directly into the descending aorta from the 
arch, the systemic circulation to the lower body is 
obliged to take a circuitous route through many col- 
lateral vessels. In addition, normally placed arteries 
are tremendously enlarged. 

The intercostal vessels, because of this enlarge- 
ment, erode the adjacent ribs in the mid-thorax; the 
resultant notching is plainly visible on x-ray films. 
The thrill of the blood coursing through the intercostal 
arteries is easily palpable if the hand is placed lightly 
upon the posterior chest wall, especially in the region 
of the tip of the scapula. The stethoscope also brings 
a markedly audible murmur. 

Because of the subnormal circulation in the lower 
portion of the body, femoral pulsation is very much 
diminished or is entirely absent. The upper portion of 
the body is likely to be flushed and warm, whereas the 
lower portion is pale and cold. The legs are easily 
fatigued and the upper trunk becomes flushed on exer- 
tion. Headache is a frequent complaint. Vascular 
hypertension is usual in the upper part of the body 
and hypotension in the lower. Because of the multi- 
plicity and characteristics of the symptoms, coarctation 
of the aorta is easily diagnosed. 

A review of my experiences in the surgical treat- 
ment of coarctation brings to mind a number of high- 
lights which seem worthy of mention. For instance, 
I am quite convinced that the patient above the age 
of 18 is not nearly as good a risk as the younger 
patient. Patients who have lived 20 or more years 
with coarctation of the aorta have undergone radical 
adjustments in their vascular systems, and sudden 
alteration such as follows surgery might be more 
than the patient can take. One of my patients devel- 
oped anuria immediately after surgery and, in spite 
of heroic efforts, died on the sixth postoperative day. 
This man was 26 years of age. Children undoubtedly 
have greater powers of adjustment, and operation 
should be performed as early in adolescence as possible. 

The operation for coarctation is a tedious one 
because of the numerous thin-walled vessels encoun- 
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tered. Patients have been known to die from uncon- 
trolled loss of blood from an intercostal vessel, and 
these and many other enlarged arteries require careful 
ligation. 

The constriction in the aorta is usually visible 
through its pleural covering, once the overlying col- 
lapsed lung is retracted. The subclavian artery is 
usually very much enlarged; its caliber approaches 
that of the descending aorta. This finding is greatly 
advantageous in cases where the aorta can not be 
sufficiently mobilized to permit end-to-end anastomosis. 
In such cases the subclavian artery can be detached 
and swung down to the end or the side of the distal 
aorta. 

In my opinion, the greatest hazard in this opera- 
tion is encountered while the aorta is being mobilized. 
Two or more pairs of intercostal arteries require 
ligating and cutting, and they are very much enlarged 
and their walls are thin. In addition their attachments 
to the wall of the aorta are not sufficiently strong to 
withstand much tension or rough handling. If an 
intercostal artery is broken from its attachment to 
the aorta, the hemorrhage is sudden, alarming, and 
difficult to control. Sudden profuse hemorrhage may 
result in serious embarrassment to the heart, and if 
the chambers of the heart are emptied to any great 
degree, the heart stops. 

The uncertainty on the part of the surgeon as 
to his ability to secure sufficient mobilization of the 
aorta is a bothersome mental hazard. There must be 
no tension on an end-to-end anastomosis, and every 
tissue which binds the aorta, including the ligamentum 
arteriosum, must be freed. The presence of the re- 
current and vagus nerves in the immediate vicinity 
add to the hazards. 

Ingenious clamps have been developed by Richter 
which largely remove the hazard of slipping. The 
jaws of the clamps are narrow and are lined with 
many fine, short, sharp teeth. These teeth bite into 
the external wall of the vessel yet do not penetrate 
to the intima. The teeth are so numerous and so 
sharp that slippage of the clamp is practically im- 
possible. 

Crushing of the vessel wall by clamps brings an- 
other definite hazard into play. Subsequent sloughing 
of the crushed portion might permit postsurgical 
hemorrhage. Consequently a ligature about a large 
vessel should not be drawn sufficiently tight to cut 
into the wall, nor should the wall be crushed with 
forceps before the ligature is applied. 

Once anastomosis has been accomplished by the 
intima-to-intima silk stitches, placed sufficiently close 
to prevent leakage of blood between them, the distal 
clamp is removed, and then the proximal clamp is 
removed very gradually to guard against a sudden 
tremendous flow of blood into the lower systemic cir- 
culation. One must remember that the vascular tree 
of the lower body has never been called upon to 
withstand such pressure, and it is wise to spend 5 or 
more minutes to move the proximal clamp completely. 

The anastomotic stitch line, if well placed, can 
be depended upon to withstand the intra-aortic pres- 
sure. This fact comes as a surprise to those who see 
it for the first time. Fine silk, with limited bite, 
appears to be an inadeequate bulwark against the 
incessant hammering of the intra-aortic flood, but it 
will hold, providing the vessel wall in which it was 
placed is comparatively young and healthy and has 
not been unduly traumatized during the operation. 
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TETRALOGY OF FALILOT 

The fact that a child is cyanotic and more or less 
severely crippled because of insufficient blood supply 
to his lungs is no sign that he can be helped by 
surgery. Statistics indicate that about 60 per cent of 
such children can be classified as victims of the 
tetralogy of Fallot and may be aided by anastomosing 
a systemic artery to one of the pulmonary arteries. 
The other 40 per cent of such patients have various 
vascular and cardiac anomalies which probably will 
not prove amenable to surgery. This slim majority 
of favorable cases throws a tremendous burden of 
responsibility on the diagnostician and on the surgeon. 

Every operation on a cyanotic child is really an 
exploratory operation. And if the preoperative diag- 
nosis is not entirely correct, those children in the 
10 per cent classification are likely to die as a result 
of the operation. 

The patient with Fallot’s tetralogy per se can 
be expected to survive surgery if he leaves the operat- 
ing room alive, because the successful anastomosis 
provides a boost that can carry him over the surgical 
ordeal. Those in the 40 per cent classification, even 
if they leave the operating room alive, are more than 
likely to succumb within hours or days. Surgery 
takes much away from and gives nothing in return 
to these patients and their reserve strength is not 
sufficient to allow them to weather the storm. 

The operation for tetralogy of Fallot is techni- 
cally difficult and should not be attempted unless the 
surgical armamentarium is ideal. By surgical arma- 
mentarium I mean all the adjuncts that go to make 
up an ideal surgical approach. Perhaps most impor- 
tant is the anesthesia team; if anesthesia is inadequate 
to any great degree, the hazard to the patient is 
increased markedly. Preoperative and postoperative 
care must be of high grade, with attendants capable of 
anticipating complications always on the alert. Surgical 
instruments especially designed and in good order 
must be at hand. 

The surgeon and his assistants must be calm and 
collected and steeled against disturbing influences. The 
surgeon’s confidence in himself is very much height- 
ened if he has confidence in his diagnostic team. If 
the surgeon has experienced previous tragic results 
because of improper or incomplete diagnoses, any 
latent tremor in his hands will be activated, making 
it difficult to perform an operation requiring meticulous 
skill, 

Blalock' prefers to anastomose one of the sub- 
clavian arteries to a pulmonary artery, making a right- 
side approach in the cases in which the aorta descends 
on the left and a left-side approach when the aorta 
veers to the right. Potts? prefers the anastomosis 
between the descending aorta and the left pulmonary 
artery. This operation is not applicable to the right- 
side aorta cases, and subclavian-pulmonary anastomo- 
sis is used instead. In my limited experience I have 
found the Potts technic more to my liking. 

However, there are a few pitfalls in the Potts 
operation that might well be mentioned. Of course 
the smallness of the structures encountered in younger 
patients increases the danger to some extent. Dis- 
section of the left pulmonary artery, because it must 
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be freed adequately for proper handling, is a tedious 
procedure and bothersome because of the oozing of 
blood. 

The descending aorta, adjacent to the pulmonary 
artery, must .also be freed sufficiently to permit the 
application of the Potts clamp; and again the inter- 
costal arteries are involved. From one to three pairs 
of these thin-walled vessels must be identified, ligated, 
and cut—a difficult procedure. 

The Potts clamp must be of the proper size. If 
it is too large it is likely to slip, with tragic results; 
if it is too small it may encroach on the lumen of 
the aorta too greatly, also with tragic results. 

The next hazard resides in the possibility of 
making the anastomotic opening too large or too small. 
If it is too large, postoperative heart failure is a 
probability and if it is too small, the patient fails to 
get the relief to which he is entitled. 

At this point it is well to remind the surgeon 
that he should never forget that this operation throws 
much added strain upon the already overtaxed vascular 
cripple. He should remember to pause at intervals 
to permit the anesthetist to inflate the collapsed lung 
for a minute or so; this procedure should never be 
neglected prior to placing the temporary ligatures 
around the pulmonary artery. Inflating the lung does 
no good if no blood is passing through the artery. 

If, during the operation, the heart becomes very 
much slowed or arrhythmia develops, it means that 
the adjacent vagus nerve is reacting to irritation. This 
situation may be controlled, according to Potts, by 
injecting intravenously a very small dose of atropine, 
1/1000 grain, or by swabbing the hilus of the lung 
and the vagus with 5 per cent cocaine. 

Potts makes his incisions in aorta and pulmonary 
artery about '% inch in length. The incisions are 
begun with the knife and finished with angled scissors. 
The use of the scissors guards against fragmentation 
of the edges of the incision into the aorta. A frag- 
mented aortic wall is difficult to stitch and clotting 
of blood along the stitchline is invited. 

The problems to be overcome in anastomosing the 
subclavian to the pulmonary are similar to those en- 
countered in the aortic-pulmonary operation. However, 
the surgeon’s skill with needle and thread is more 
greatly taxed. The tendency to pucker the thin tissues 
is always present. 

The thrilling climax to any successful operation 
on a tetralogy case comes when the temporary liga- 
tures are removed from the pulmonary artery and 
the aortic clamp is very gradually loosened. In many 
patients the immediate improvement in the color of 
the lips is apparent. The thrill of the blood coursing 
through the newly made anastomosis is plainly pal- 
pable with the finger tip. Then, if there is no leakage 
of blood at the suture line requiring an additional 
stitch, the operation is quickly brought to a close. 

SUMMARY 

Personal experience gained from surgical therapy 
of patients with patent ductus arteriosus, coarctation 
of the aorta, and the tetralogy of Fallot has been 
presented. 


Art Centre Hospital 
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The Catastrophic Hemorrhage 


W. DONALD BAKER, D.O. 
Professor of Peripheral Vascular Surgery 
College of Osteopathic Physicians and Surgeons 


anc 
DONALD T. SHELDON, D.O. 


Los Angeles 


Hemorrhage is the surgeon’s ever-present “sword 
of Damocles.” The possibility of an exsanguinating 
surgical accident is probably the greatest fear of the 
inexperienced surgeon. This fear frequently results 
in hurried attempts to control bleeding with dangerous 
and often disabling sequelae. It*is the purpose of 
this paper to present the story of vascular trauma, 
surgical and otherwise. 

Hemorrhage, both external and internal, may be 
the result of arterial or venous disruption. The old 
advice concerning proximal or distal tourniquet appli- 
cation is seldom of value to the surgeon, because, by 
the time he sees the vascular injury, one of the follow- 
ing has often already occurred: 

1. The vascular wound has been trivial, that is, 
confined to small vessels with spontaneous thrombosis 
and local arrest of hemorrhage. 

2. The vascular wound has been of great magni- 
tude, that is, large vessels without local control and 
with exsanguinating lethal hemorrhage. 

3. Hemorrhage has been temporarily controlled 
by one means or another, and the surgeon is confronted 
with the problem of ligation of the involved vessels 
or of surgical repair. 

4. The primary injury has been treated, intelli- 
gently or otherwise, but now, days, weeks, or months 
later, the disabling sequelae are apparent and demand 
attention. 

Obviously the first two classifications will not 
need the attention of the vascular surgeon but the third 
type of case requires the most recent knowledge of 
the principles of vascular repair. 

Venous bleeding seldom is cause for alarm except 
where an injury to very large veins such as the vena 
cava could easily result in complete exsanguination, or 
where large thin-walled varicosities have ruptured and 
hemorrhage has not been controlled by local pressure. 

Arterial injury, therefore, is the greatest concern ; 
it can be classified as follows: 

1. Closed injuries where the blood extravasates 
throughout tissue planes producing a hematoma which 
in itself temporarily arrests the hemorrhage 

2. Closed injuries where the bleeding is free into 
a body cavity and where oligemic shock supervenes and 
thus slows bleeding due to greatly reduced blood 
pressure 

3. Open vascular injuries such as seen in surgical 
accidents. 

In any of the above three types the extent of the 
vascular damage together with the completeness of. 
the arterial separation will determine the amount and 
the type of hemorrhage. Z 

Prevention of vascular injuries during surgery 
should be the prime consideration of each and every 
surgeon. May we state at this time that more vascu- 
lar damage is likely to result from frenzied application 
.of hemostats and deep hemostatic sutures than is 
produced by the original trauma. We cite two cases 
to illustrate this. 

During the performance of a right inguinal hernio- 
plasty the surgeon inadvertently lacerated the right 





femoral artery with a curved cutting needle. An im- 
mediate and’ profuse hemorrhage ensued that was 
hastily controlled by sweeping, deep sutures, resulting 
in temporary control of bleeding. Thirty hours later 
the intern noted that the right lower extremity was 
ice-cold and ischemic in appearance. On examination 
of the case at this time, the diagnosis was a thrombotic 
occlusion of the right femoral artery. Extravasating 
blood from the traumatic site in the femoral artery 
led to a dissecting hematoma that extended upward 
through fascial planes to the lower abdominal wall 
and below to the knee which later drained profusely. 
Edema and prolonged inactivity of the extremity re- 
sulted in venous stasis and thrombosis of the veins 
with a pulmonary embolus and infarction. In addition 
an arteriovenous fistula developed between femoral 
artery and vein as a result of the original needle 
transfixion. 


Had the surgeon calmly and patiently exerted 
pressure at the traumatic site, bleeding would have 
been checked. Accurate localization of the site and 
extent of the vascular wound would then have been 
possible. 


The other case was one in which an orthopedic 
surgeon was removing sequestra from an old osteo- 
myelitic site at mid femur level when a bone instrument 
partially opened the femoral artery. Sudden and pro- 
fuse hemorrhage ensued. The surgeon, not having 
sufficient exposure to see the exact traumatic area, 
placed a suture deep in the bleeding wound and 
incorporated both femoral artery and vein. The bleed- 
ing, it is true, was controlled, but at what a price! At 
a later date it was necessary to reopen the wound, 
enlarge the incision to near knee level, and expose the 
femoral artery and vein in their course in the adductor 
canal. The ligated artery and vein point was found and 
the artery controlled by an arterial clamp. An ar- 
teriorrhaphy was then done, and the femoral vein was 
sacrificed. We felt that by also performing a lumbar 
sympathectomy the leg might be saved. However, due 
to the delay between the vascular trauma and repair, 
a thrombotic occlusion of the artery distal to the trau- 
matic site developed. In spite of anticoagulants, ampu- 
tation became necessary. At the time of high thigh 
amputation the osteomyelitis was found through the 
entire medullary portion of the femur, even to the 
femoral neck and head. 


In contrast, one of us, (W. D. B.) remembers very 
vividly a case where the inferior vena cava was inad- 
vertently lacerated during an inferior vena caval liga- 
tion. The severe hemorrhage resulting was successfully 
controlled by pressure with numerous surgical sponges 
and manual pressure, and time—one and one-half hours. 
During this period multiple transfusions restored blood 
volume. After the sponges were removed, the rent 
in the inferior vena cava was easily identified and, 
without hemorrhage as an obscuring factor, a caval 
ligation was routinely carried out. lfforts to control 
this hemorrhage by blind application of instruments or 
sutures in a well of blood would surely have ended 
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fatally or with severe associated aortic or regional 
nerve damage. 

It is our opinion that even with small incisional 
bleeders it is better to control them by local pressure 
for a moment and then accurately apply the hemostat 
to the bleeding vessel, including little or none of the 
contiguous tissue. This definitely reduces the incidence 
of wound complications and allows faster healing. The 
surgeon who starts “throwing” hemostats at bleeders 
to show how fast he can control the bleeding point is 
impressing no one but himself with his “surgical skill.” 

The immediate treatment of injury to a major 
artery will depend mainly upon the degree and extent 
of the trauma. Repair may be accomplished by one 
or more of the following procedures: 

1. Longitudinal and transverse arteriorrhaphy 

2. Simple end to end anastomosis 

3. Restorative arteriorrhaphy using venous graft 

4. Restorative arteriorrhaphy using venous graft 
and vitallium tubes 
5. Restorative arteriorrhaphy using donor fresh 
or preserved arterial grafts 

6. Ligation—only if restoration of arterial con- 
tinuity is impossible. 

A brief explanation of these six procedures follows : 

Longitudinal and transverse arteriorrhaphy is per- 
formed by using #5-0 arterial black silk suture. The 
opening in the artery is closed by a continuous or inter- 
rupted everting type stitch. Care is taken to evert the 
edge to approximate intima to intima. 

Simple end to end anastomosis is accomplished by 
placing stay sutures at three points at equal intervals 
around the circumference of the vessels. This is known 
as triangulation. A continuous or interrupted mattress 
type of stitch may be used. However, the continuous 
type has, in our experience, been the stitch that more 
closely approximates the intimal layers than the inter- 
rupted type. 

Restorative arteriorrhaphy using a venous graft 
is rendered possible by the utilization of an adequate 
segment of the patient’s vein. This can be obtained 
from either an accompanying vein at the surgical site 
or, if this is not possible because of trauma or gross 
size difference, a vein segment such as the saphenous 
or femoral obtained from any suitable body area. This 
venous segment is reversed end to end between the 
arterial ends, and the anastomosis is accomplished as 
described above. 

Restorative arteriorrhaphy using venous graft and 
vitallium tubes is performed as follows: The vein seg- 
ment is obtained as described above and reversed to 
avoid valvular interference. The cuff-like vitallium 
tube is mounted into both ends of the venous segment 
so that the intimal surface of the vein is everted by 
cuffing. This mounted venous segment is then inserted 
into the proximal and distal ends of the artery result- 
ing in true intimal to intimal approximation. This 
procedure can be accomplished by a relatively few 
circular ligatures, in contradistinction to the more 
elaborate vessel suturing of the direct anastomotic 
method. 

Restorative arteriorrhaphy using donor fresh or 
preserved arterial grafts is technically accomplished 
as previously described. However, the donor segments 
must have been obtained and preserved from an artery 
bank or a recently deceased cadaver (after adequate 
consent has been obtained). 

Ligation is performed only if restoration of arte- 
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rial continuity is impossible. When this drastic pro- 
cedure is necessary, as in the case of irreparable 
damage to a major artery of the extremities, a regional 
sympathectomy should be a preliminary or concomitant 
surgical procedure in all cases, unless the patient's 
general condition is such that the increased surgical 
hazard of the sympathectomy might be lethal. 

We have considered the early pathology and 
treatment of vascular trauma and it now seems ex- 
pedient to discuss the late pathology and therapy. The 
late sequelae are as follows: 

1. False aneurysm or pulsating hematoma 

2. Arteriovenous fistula. 

A false aneurysm or pulsating hematoma results 
from the extravasation of arterial blood into the sur- 
rounding tissues. It forms an investing membrane and 
will in time produce a pulsation from the arterial pres- 
sure behind it. 

The arteriovenous fistula or aneurysm here re- 
ferred to is that with traumatic etiology and not the 
congenital type such as is found in the extremity of a 
newborn or in a patent ductus arteriosus with a direct 
shunt between aorta and pulmonary artery. 

Traumatic arteriovenous fistulae occur in numer- 
ous war injuries, and they may result from surgical 
trauma. A shunt is directly created by mechanically 
producing one between artery and vein. The recom- 
mended methods of handling these problems are the 
following : 

False aneurysms may be first controlled by arterial 
clamps above and below the involved arterial segment. 
This is followed by resection of the hematoma—aneu- 
rysmectomy. Restoration of arterial continuity is 
obtained if possible by vein grafts or fresh segments 
of artery taken from an artery bank. 

Arteriovenous fistulae are repaired surgically by 
(1) Quadruple ligations, that is, ligation of both vein 
and artery above and below the fistula. This is then 
followed by excision. The disadvantage in this method 
is that a main arterial pathway must be interrupted, 
which in many cases results in postoperative arterial 
deficiency distal to the resected lesion. (2) Transven- 
ous arteriorrhaphy is accomplished by first temporarily 
controlling the flow of blood in the artery and then 
sacrificing the vein by ligation. The vein is then opened 
opposite the lesion in the artery and it is sewed by 
imbrication to the artery. This method preserves 
arterial continuity. (3) Intrasaccular obliterative endo- 
aneurysmorrhaphy is performed by invading the aneu- 
rysmal sac and bringing the walls together from within 
by a suture material closure. Another method is to 
introduce a fine wire into the sac and electrically 
obliterate the interior by a coagulation current. [-xtra- 
saccular obliterative endoaneurysmorrhaphy is done 
primarily by wrapping the artery with cellophane or 
polycythene. A heavy protective fibrous tissue wall is 
thus formed which serves to strengthen it. 

CONCLUSION 

This paper has been presented in an attempt to 
classify pathologies which may lead to serious hemor- 
rhage and to give the surgeon most of the accepted 
methods for their repair. Peripheral vascular surgery 
has made it possible to save lives and limbs that only 
a few years ago would have been considered hopelessly 
ever possible. 
damaged. May we, as surgeons, proceed with caution 
and vision to eliminate catastrophic hemorrhage when- 
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Multiple Primary Malignancies 


ALBERT F. KULL, D.O. 
South Bend, Ind. 


Today the reading and listening public is cancer 
conscious. Intelligent, educated laymen are delving into 
every aspect of this dread disease. It behooves us as 
physicians and surgeons to acquaint ourselves with the 
etiology, clinical course, treatment, and prognosis of 
cancer, and to keep abreast of the progress of knowl- 
edge about it. 

In this paper I will consider briefly one aspect 
of this disease which to many physicians has been a 
medical curiosity, although understanding cancer re- 
quires a thorough knowledge of the possibility of 
multiple primary lesions. The metastatic lesions of 
widespread malignancy and those with questionable 
multicentric origin will not be discussed; only certain 
data and case reports concerning lesions whose origin 
can not be questioned will be presented. 

The term “multiple primary malignancy” includes 
not only those malignancies which occur simultaneously 
within an individual, but also those cases in which 
one primary lesion succeeds another primary lesion of 
the same or different type in a period of months or 
ears. 

Billroth,’ toward the end of the nineteenth century, 
recognized the multiplicity of primary malignant 
tumors and laid down three postulates for their recog- 
nition : 

1. That each tumor must have a distinct histology 

2. That each must arise from different tissues 

3. That each must give rise to its own metastases. 
The last of the postulates, of course, is virtually 
impossible to fulfill since with such a degree of involve- 
ment, the patients do not survive for a sufficient period. 
At the present time, if tumors may be seen grossly 
and microscopically to arise from different tissues and 
if metastastatic origin can be ruled out, the tumors 
are assumed to be primary.?* 

Various estimates have been made as to the fre- 
quency of multiple primary malignancies among cancer 
patients. There is difficulty in securing this data 
because of the lack of segregation of this type of case. 
Owen‘ in 1921 gave 4.7 per cent as the average, 
Mueller® 1.8 per cent in 1930, Warren and Gates* 3.7 
per cent in 1932, Peller® 4.7 per cent in 1941, Phillips 
and Shirey? 5.1 per cent in 1947, and Hanlon* 2.5 
per cent in 1931. There appears to be a continuous 
increase in the percentage of multiple primary lesions. 
This may be only a statistical increase, due to more 
adequate diagnosis, or it may be due to the actual 
increase in number of cases. 

The skin, the gastrointestinal tract, and the genito- 
urinary system are most frequently affected in the 
order given. For many years the frequency of cutane- 
ous lesions has been recognized; it occurs principally 
in farmers, laborers, and others, especially of the 
Caucasian race, exposed for long periods to the actinic 
rays of the sun. Thorough study of these cases has 
demonstrated an astounding number of simultaneous 
or recurrent lesions. Cooper® reported 106 cases of 
multiple primary cancer confirmed by microscopic 
examination at the Barnard Hospital Clinic, June, 
1936, through June, 194i. These patients suffered a 
total of 290 malignancies ; the greatest number of pri- 


mary lesions for any one patient over the 5-year period 
considered was eleven; 96.9 per cent of the lesions 
occurred on the face, neck, and hands. As would be 
expected, the highly pigmented skin of the Negro has 
a much lower incidence of malignancy. The incidence 
of single or multiple cutaneous malignancy in colored 
and white is identical in the covered portions of the 
body. . 

The part that heredity plays is not established, 
but there can be no doubt that a parent with a certain 
type of skin passes on to his children some charac- 
teristics similar to his—that if the father is subject 
to malignant changes, his children will be more sus- 
ceptible than the children of a parent not so consti- 
tuted.'° 

Studies made by Peller,® after observation of 5,876 
cancer patients, of whom 2,146 were followed until 
death, indicate that there are fewer recurrent primary 
lesions than would normally be expected in cancerous 
patients who have had the original lesion removed. He 
concludes that this must imply development of an 
immunity produced by the occurrence and cure of a 
primary lesion by surgery, x-ray, or other means which 
reduces the number of expected primary lesions that 
might develop subsequently. He states that he recog- 
nizes there are, perhaps, malignant cells left in the 
body after the supposed removal of the primary tumor. 
3oyd" supports this theory that growth is suppressed 
by the acquired immunity. 

Berson and Berger’? review the experimental 
work done on rats and mice in an attempt to show that 
immunity can be developed by the establishment of a 
skin carcinoma and visceral carcinomas thus prevented. 
They report that Maude Slye was never able to pro- 
duce cancer in mice resistant by heredity, and, in mice 
susceptible to cancer in a specific location, she was 
never able to produce a malignant growth in other 
areas in spite of repeated trauma. On this basis, they 
assumed that multiple cancers are rare. This, of 
course, is erroneous. As Lombard and Warren" point 
out, there is a greater susceptibility for subsequent 
lesions in persons that have had one cancer than in 
the normal population. Whether this susceptibility is 
caused by the first cancer or is inherited by the indi- 
vidual is not known. There is no evidence that the 
presence of skin cancer inhibits other cancers. In fact. 
if anything, the evidence points to the contrarv. 

That factors other than hereditary exert an in- 
fluence is well shown by Rolnick,’* who states that 
various figures are given for the occurrence of prostatic 
carcinoma. The highest estimate is 25.7 per cent. The 
variations may be somewhat dependent upon the degree 
of skill or the thoroughness with which the prostates 
are examined microscopically. Rolnick postulates that 
these cancers may have lain dormant for many years 
until, released from the suppression of the male hor- 
mones, they become active lesions. Ackerman and 
Regato’® mention a series of 375 prostates in which 
were found 63 carcinomas, of which only 11 manifested 
clinical signs. There is no doubt that a more careful 
study of the tissues removed at autopsy would reveal 
an even higher incidence of this disease than is sus- 
pected at present. Until universal postmortem exami- 
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nation becomes a standard procedure, no one will 
know the incidence of prostatic carcinoma in men 
over 40 years of age. The fact that in so many men 
malignancy of the prostate does not metastasize or 
spread to other parts of the body apparently indicates 
that a certain biological preparation or stimulation is 
required to enable this tumor to spread through the 
tissues and later metastasize into other regions. 

In females many cases of bilateral carcinoma have 
been observed.?® The high incidence of malignancies 
in paired organs such as breasts, ovaries, and testes 
can hardly occur as a matter of chance. Rather it 
would seem to result from hormonal factors, especially 
those related to sex.'*'* Owen‘ presented an interesting 
‘ase Of a 69-year-old woman who had nodules in her 
breast for 25 years and subsequently developed primary 
malignant lesions in both breasts. 

That other factors exert their influence is sug- 
gested by Videbaek,’® whose studies cover a series of 
1,313 patients with upper alimentary tract malignancies. 
He asserts that iron deficiency disease, seen usually 
in females, is a decided factor in the development of 
malignancies, especially of the esophagus. However, 
males are three to four times more susceptible to 
malignancy in this region than are females. 

Most of us are more familiar with gastric carci- 
noma than with carcinoma in the upper gastrointestinal 
tract. The frequency of multiple gastric lesions is well 
illustrated by Warren*® who showed in a series of 
necropsies on patients who died of gastric carcinoma 
that 9 per cent of all gastric carcinoma patients showed 
multiple malignant tumors; this is higher than the 
general incidence. 

The high incidence of gastric and colon lesions 


is probably related to the occurrence of polyposis at 
these sites. Of this phase, Slaughter®* adds the com- 
ment that there is no known benign lesion which does 


not have its malignant expression. Polyps of the 
stomach and colon, papillomas of the urinary bladder, 
and fibromyomata of the uterus are all examples of 
benign lesions of multicentric origin. Occurring as 
independent neoplasms, they are potential sources of 
malignant change. Rickles** presents the case of a 
54-year-old Negro who had a gastrectomy for five 
primary cancerous lesions of the stomach only to suc- 
cumb 1 year later from carcinoma of the rectum. 

Multiple malignant lesions of the small intestine 
are less common and less often diagnosed. However, 
I should like to present a single case of my own. 

The patient, a 65-year-old white woman, was 
admitted to the South Bend Osteopathic Hospital 
January 28, 1949, with the complaint of severe abdomi- 
nal pain, nausea, and vomiting. She had had a bowel 
obstruction in 1945 and at that time was admitted 
to the Chicago Osteopathic Hospital where a carcinoma 
of the jejunum was removed with resection of the 
jejunum. She made an uneventful recovery and had 
no difficulty until 1949. 

At the time of her second admission the patient 
was dehydrated and in a state of mild shock. Her 
abdomen was enormously distended. After decom- 
pression by use of the Miller-Abbott tube and continu- 
Ous suction, x-ray studies were done. The radiologist 
reported a normally functioning gastrointestinal tract 
and the patient was discharged. Ten days after her 
discharge from the hospital, the patient returned by 
ambulance in much the same condition as before. 
Decompression was again accomplished and 7 days 
later exploratory surgery was done. A constriction of 


MALIGNANCIES 


(9) 
KULL 363 


the ileum was found. It was caused by a neoplasm, 
markedly indurated and completely encircling the 
bowel. The nodes of the mesentery were grossly en- 
larged and markedly indurated. Accordingly, a wedge 
resection of the mesentery and resection of the bowel 
with end-to-end anastomosis were performed. 

The patient made an uneventful recovery and was 
discharged on the ninth postoperative day. The diag- 
nosis made by the pathologist was lymphosarcoma of 
the ileum with mesenteric involvement. At the time of 
writing 2% years after surgery, the patient is well and 
has gained 65 pounds in weight. The previous diag- 
nosis of carcinoma of the jejunum was confirmed by 
the pathologist of the Chicago Osteopathic Hospital. 

The colon, especially the sigmoid, and the rectum 
and anal canal have been subjected to such scrutiny 
for malignant lesions by radiography and direct exami- 
nation that it is only natural that statistics on cancer 
in these regions should be more complete than those for 
less well studied parts of the body. It has been esti- 
mated that about 15 per cent of all lesions of those 
regions are multiple. Bacon and Gass,? commenting 
on 1feoplasms in these regions, ask if they must neces- 
sarily be histologically different to be classified as 
distinctly independent. They comment that since sar- 
coma and carcinoma often occur simultaneously, per- 
haps these are only stages of the same disease. 

Slaughter** believes that the older concept of 
malignant tumors arising from one cell which divides 
and increases by geometric progression should be dis- 
carded. It is more probable that many tumors arise 
from multiple foci of neoplastic change immediately 
adjacent to each other and later coalesce to form what 
appears to be a single primary growth. Examples of 
this are carcinoma of the pancreas, carcinoma in situ 
of Broders, multiple polyposis of the bowel, and Paget’s 
disease of the nipple. 

Tumors of the genitourinary tract are not as 
easily diagnosed as those of the gastrointestinal system 
and skin, but multiple primary malignant lesions have 
been reported.****? Although there is a predisposition 
to the occurrence of multiple primary lesions in the 
same organ system, several organs are sometimes 
involved. For example, lesions of the breast, cervix, 
and rectum occur simultaneously, and tumors involving 
thyroid and ovary, and breast, sigmoid, and lung have 
been reported.*:?%?*** 

The following case is an example of these multiple 
primary lesions. A white man, aged 34, was admitted 
to the South Bend Osteopathic Hospital with a com- 
plaint of sharp, constant pain in the lower left abdomi- 
nal quadrant which radiated into the left testicle and 
into the upper portion of the medial surface of the 
left thigh. There was also pain upon defecation. He 
gave a history of pain in the right testicle about 1 year 
before, followed by a great deal of swelling. This 
condition had become progressively worse until 30 days 
before admission to our hospital. He had a right 
orchidectomy, and the pathologist reported a seminoma 
of the testicle. Pain began again about a week after 
his discharge from the hospital and persisted more or 
less constantly until his second admission. The pain 
was aggravated by lying down and by bowel move- 
ments. His health had been good until a year before. 
He complained of nausea, vomiting, nocturia two 
or three times, and some dysuria, but no hematuria. 

Physical examination revealed a well-nourished 
young man, 5 feet 9 inches in height, weighing 153 
pounds, with blood pressure 140/80. His physicai 
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condition was grossly normal except for bilateral in- 
duration of the lymph glands in the inguinal area. 
X-ray studies of the gastrointestinal tract revealed no 
gross abnormalities, but intravenous urograms showed 
a probable tumor of the left kidney ; retrograde studies 
of the kidneys gave the same findings. 

The laboratory findings were grossly normal. Fol- 
lowing retrograde catheterization of the kidneys, the 
nonprotein nitrogen rose to ninety and creatinine to 
seven. Pregnancy test on the urine was positive in a 
1:100 dilution, confirming, the suspected diagnosis of 
metastatic seminoma. 

The patient was taken to surgery, the abdomen 
opened with a low transverse incision, and the pelvis 
explored. The nodes in the retroperitoneal position 
were indurated and extended upward from the pelvis 
along the great vessels. One of the nodes was excised 
and sent to the laboratory for examination. On pal- 
pation of the upper abdomen, a very hard mass could 
be felt in the epigastric region and was tentatively 
identified as the pancreas. Accordingly, another trans- 
verse incision was made above the umbilicus directly 
over the pancreas, and the stone-hard mass proved to 
be the pancreas. A section was taken and sent to the 
laboratory for examination; bleeding at this point 
was minimal. 

The pathologist reported a metastatic lesion from 
a seminoma, apparently from the right testicle which 
had been removed 1 month previously, and a primary 
carcinoma of the pancreas. The patient was sent to 
another institution for high voltage therapy. Five 
months after the biopsy he was still alive but required 
regular sedation. 

Diagnosis of multiple primary malignant lesions 
begins with the understanding that these lesions occur 
much more frequently than is ordinarily realized. 
Occasionally a surgeon knowing that a malignancy of 
the sigmoid or rectum is present may completely ignore 
the possibility of a second or third primary lesion 
which radiographic studies might reveal.** 
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One must always keep in mind when a malignant 
lesion is found, even at the operating table, that the 
existence of other lesions must be ruled out. A second 
lesion must not be assumed to be a metastasis of the 
first lesion encountered. To assume so might be a 
fatal mistake.’° 
The treatment of multiple primary malignant 
lesions is no different from that employed for a single 
primary lesion. In the literature one finds numerous 
examples of successful treatment of three or more 
visceral lesions in either one or in a series of surgical 
procedures. One must remember that perhaps cancer 
is a systemic disease and that clinically detectable lesions 
can only develop under certain stimulation or at least 
upon release from inhibition. Overwhelming evidence 
points to the occurrence of new primary lesions in 
cancer patients arising independently as a result of 
this diathesis. A clinician is handicapped in his attempts 
to cope with a disease which has a set hereditary pattern 
and a variable biologic potentiality. Development of a 
malignant lesion depends upon the biological state, 
hormonal or other, exhibited by the patient at that 
time. The rate of growth of a neoplasm is an index 
of the patient’s ability to cope with the disease and 
thus varies with each patient. For this reason, it is 
better to treat a patient on the basis of the spatial 
relationship of the lesions to each other rather than on 
the basis of their age and particular classification.** 


CONCLUSIONS 

1. In order to treat malignancies successfully, we 
must recognize the frequency of multiple synchronous 
and metachronous primary lesions. 

2. Having recognized the frequency we must 
apply essentially the same treatment as that applied 
to single malignant lesions. 

3. The differentiation of multiple primary lesions 
from secondary lesions or metastases may avoid fatal 
error and save many lives. 


118 S.-William St. 
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This day and age permits longevity. Actuarial 
figures, when graphed, show a longer curve of life 
expectancy than formerly. Newer methods of diagnosis 
ind therapy play their part not only in infancy but in 
old age. It is with the latter that we are concerned 
here and we will deal principally with lumbar sympa- 
thectomy as a therapeutic measure in arterial occlusive 
diseases during the later decades of life. 

Vascular tragedies in the aged are usually sec- 
ondary to degenerative changes within the arterial wall. 
Clinically a majority of these changes occurs in the 
vessels of the lower extremities or those approaching 
the lower extremities. Just why the upper extremities 
are seldom involved, we do not know, except that 
posture and the increased hydrostatic pressure due to 
gravity in all likelihood have a bearing. 

There is no doubt that atheromatosis is the 
prodrome to calcific changes in the media of the vascu- 
lar wall. The earliest changes to be considered are 
atheromas in the intimal and subintimal coats. They 
seem to be the focus for the development of a thrombus 
which increases in size until it finally completes the 
occlusion. Larger atheromatous plaques predominate 
in the lower abdominal aorta and have been found at 
necropsy to have become eroded and _ ulcer-like in 
appearance. If this change occurs in the larger arteries 
of the extremities, occlusion and thrombosis become 
imminent. This stage of the disease was well named 
by Marchand! who coined the term “atherosclerosis.” 
Some consider this stage of arteriosclerosis to be 
reversible. However, as time goes on calcareous mate- 
rial is laid down in the subintimal and medial coats. 
Muscle fibers are fragmented and thinned and replaced 
with fibrous tissue, particularly in the neighborhood 
of atheromas. These lesions show a predilection for 
the larger arteries of the lower extremities, from iliac 
to popliteal, and appear here first. The calcium de- 
posits can be visualized roentgenologically not only in 
the larger vessels but also in the tibials and frequently 
in the digital and plantar vessels. When having x-ray 
pictures made we request anteroposterior and lateral 
views of both feet and oblique views of both lower 
legs. The latter permit better exposure of the bifurca- 
tion of the tibials when the tibia is rotated medially. 

Moschcowitz” definition of arteriosclerosis is 
lucid. He defines it as “a progressive and irreversible 
affection of the arteries in which hyperplasia of one or 
more of the structural elements is a primary reaction, 
with deposition of lipoids, collagenous tissue, hyalin 
and calcium as a secondary reaction, the totality of 
both components resulting in thickening, dilatation, 
deformity, and loss of elasticity of the walls.” The 
affection surely begins at birth. The rate of progress 
varies with the individual. Hypertension is not neces- 
sarily an integral part of the process of physiologic 
aging, but if present it profoundly exaggerates the 
degenerative and hyperplastic processes. Diabetes in 





the adult likewise enhances the rate of these changes ; 
on the other hand if the processes of vascular disease 
occur in arterioles of the pancreas and cause insuffi- 
ciency of the islands of Langerhans, then arteriosclero- 
sis might be said to nurture diabetes. 

Another affection of the vessels of the lower 
extremities is the arteriosclerotic aneurysm. It most 
frequently occurs in the popliteal area and indicates 
a far advanced stage of the disease. Pathologic exami- 
nation of aneurysms reveals a laminated blood clot 
with the layers in various stages of organization. 

Acute arterial occlusions in the lower extremities 
frequently cause the loss of some digits at least. In 
the aged this type of accident does not have to be 
associated with a fibrillating heart. It may be the 
first clinical evidence of advanced arteriosclerosis, the 
onset of which has been insidious, but which has finally 
caused a sudden spontaneous occlusion of the remain- 
ing vessel lumen. 

In the aged these degenerative changes are not in 
themselves of primary importance, but the concomitant 
vasospasm is. While decades must pass for the arterial 
insufficiency to reach a clinical stage, this same passage 
of time permits development of an extensive and ex- 
traordinary collateral circulation. The arterial insuffi- 
ciency is counterbalanced by tremendous dilatation of 
the arteriolar and capillary beds. This is natures’s com- 
pensatory mechanism for preventing development of 
total ischemia in a given area. Paradoxically, in youth 
sudden arterial insufficiency usually ends in gangrene 
because the years necessary to build up collateral path- 
ways have not passed. 

The secondary vasospasm brought about reflex- 
ively by these irritating influences within the vessel 
walls is of paramount importance and it can best be 
handled by permanent surgical interruption of the 
sympathetic pathways.* Ganglionectomy breaks up the 
vicious cycle of reflexes responsible for intense spasm 
of the arteries and arterioles. This vasospasm, if pro- 
longed, causes permanent changes other than gangrene 
in soft tissues. Persistent ischemia promotes degen- 
eration in nerves which is not reversible and which 
cannot be relieved once it has occurred. Since pain 
is such an important factor in this development of 
arterial insufficiency, sympathectomy should be per- 
formed as early as possible. We emphasize the im- 
portance of not waiting until the integrity of the skin 
has been broken and rest pain has been established 
beyond redemption. 

Intermittent claudication can be annoying but it 
actually constitutes a cardiovascular safeguard in the 
aged. This symptom of arterial insufficiency prolongs 
lives that otherwise would be shortened because of 
cardiac failure. Cramping of the calf muscles prevents 
much undue exercise and obviates overtaxing the heart. 

Tingling, numbness, stinging, burning, and cold- 
ness of the feet are present early in the disease. We 
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have heretofore presented a chart which embodies 
symptoms and age criteria as an aid to differential 
diagnosis of several peripheral vascular deficiencies.‘ 
With diminished and/or absent arterial pulsations. 
prolonged dorsal vein filling time, and weak oscillomet- 
ric readings, a diagnosis should be made and treatment 
instituted. 

Much has been written on the selection of patients 
for lumbar sympathectomy and prognostic tests there- 
fore devised. Vasomotor changes are noted following 
application of one or more test methods which include 
(1) arterial occlusion; (2) blocking of the autonomic 
ganglia by certain chemical agents; (3) lumbar sym- 
pathetic block; (4) spinal anesthesia, and (5) indirect 
heating.® Of the several tests for degrees of vaso- 
spasm, the most reliable one is procainization of the 
regional ganglia of the affected extremity. Even in 
the face of a negative response to the temporary 
autonomic blockade, we feel that every case of arterio- 
sclerosis holds a degree of functional vasospasm and 
should be afforded the beneficial effects of sympathec- 
tomy. The collateral arterial network will hypertrophy 
in response to an increase of blood volume through it. 
Even a slight increase in nutrition can maintain the 
balance on the side of subtotal ischemia rather than 
on the side of total ischemia (gangrene). The bene- 
ficial effects of the hypertrophy can best be seen 6 
months to a year following surgery. The immediate 
effects are those of release of vasoconstriction. 

Vasoconstriction is intense in the case of acute 
arterial occlusion.” The embolus acting as a foreign 
body lodged at a bifurcation induces marked vasospasm 
throughout the entire collateral bed of the occluded 
artery, including arterioles and capillaries. Following 
or preceding an embolectomy we routinely perform a 
sympathectomy, provided the patient’s general condi- 
tion warrants it. 

Aneurysmectomies are preceded a week to 10 days 
by extirpation of at least the second and third lumbar 
ganglia on the affected side. The staging of the op- 
erative procedures in this order permits interruption 
of the popliteal artery after elimination of the sym- 
pathetic vasoconstrictor influence and after the vas- 
cular system has become stabilized at its maximum 
degree of vasodilatation.® 

We have found age to be no contraindication, 
other things being equal. Several years ago at the 
Los Angeles County Hospital peripheral vascular dis- 
ease clinic, we maintained a discretionary order that 
no individual over 65 years of age be given a sympa- 
thectomy. In private practice we occasionally extended 
that age limit. Gradually we have eliminated the age 
limit entirely; the patient’s general physical condition 
is the criterion for the procedure. 

A review of our personal files up to June, 1950, 
shows the following figures on lumbar sympathec- 
tomies in the group above 50 years.* 

Patients ................ 
ae 
Average age 
Unilateral only .......... 
| ea haakisindy 

One side at a time..................... 

Both sides at one time... 
Average Hospital days........ 
‘Mortality 








*Since this paper was submitted for publication, June 6, 


1951, 
the authors have performed 52 lumbar sympathectomies on 32 patients— 
average age 62—with no mortalities, 
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Postoperative ileus has been our major concern 
and the one death in our series is considered to have 
been directly attributable to this condition. This pa- 
tient had a bilateral sympathectomy at one operation ; 
it is quite possible that he might have survived a second 
unilateral operation at a later date. 

The operation is performed with minimal trauma 
under spinal anesthesia following the technic of 
Poppen,® with our own minor variation in positioning 
of the patient. We no longer use a cushion under the 
lumbar region of the operated side. The patient is 


supine and the table is rotated as the dissection 
progresses. 
Our modification of Poppen’s technic is as 


follows: 

1. Make a skin incision 4 to 5 inches long paral- 
leling fibers of the external oblique muscle extending 
from the tip of the tenth rib. 

2. Separate the muscle fibers in the usual fashion, 
passing through the external oblique, internal oblique, 
and transversalis muscles to the peritoneum. 

3. Separate the peritoneum from the transversalis 
muscle and lift the peritoneum and its contents medially 
off the psoas major muscle. For most of the dis- 
section we use small tonsil sponges on sponge forceps 
to facilitate the breaking down of loose areolar and 
lymphatic tissue which lies in the sulcus between the 
psoas minor muscle and the bodies of the vertebrae. 

4. Identify the sympathetic chain on the vertebral 
bodies by either direct vision or palpation. Pick up 
the chain with a hook or long Allis forceps and divide 
the rami. Follow the line of cleavage cephalad well 
above the crus of the diaphragm. 

5. Extirpate the desired length of the chain 
and/or ganglia. 

In recent months we have followed the suggestion 
of Pratt’? in removing the chain by exeresis rather 
than by simple division. More of the chain can be 
removed by rolling up the ganglia on an instrument 
and pulling in a caudad and cephalad direction than 
can be done by pulling toward the surfaces. This 
maneuver also obviates much bleeding from torm 
lumbar veins. 

More than once we have inadvertently torn the 
peritoneum. It is best to repair the rent immediately 
before proceeding with the surgery at hand. 

Ambulation is begun no later than the first post- 
operative day unless some physical disability other 
than arterial insufficiency of the extremity prevails. 

SUMMARY 

1. Arterial insufficiency of the lower extremities 
in the latter decades of life has been discussed. 

2. The benefit to the patient of intermittent 
claudication has been mentioned. Lumbar sympa- 
thectomy has proved to be the best method of counter- 
acting the vasospastic component of arteriosclerosis, 
and it is one of the safest of all major surgical pro- 
cedures. It should be performed early in the disease. 
3. Age is no contraindication to lumbar sym- 
pathectomy. 

4. Fifty-four lumbar sympathectomies in the age 
group above 50 years are reported here. 
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Electrolytic Imbalance 


LEO R. CONLEY, D.O. 


Columbus, Ohio 


Some time ago following gallbladder surgery a 
patient developed a syndrome of apathy, lethargy, 
anorexia, weakness, twitching, shallow and infrequent 
breathing, drop in blood pressure, cyanosis, and ab- 
dominal distention, which was followed by death. 
Clinically no definite cause of death could be ascer- 
tained; autopsy showed no abnormal findings. The 
literature was carefully reviewed to find a similar 
circumstance. Brunschwig? reports the death of a 
patient who had the above symptoms and negative 
findings at autopsy. In September, 1950, Eliel, Pear- 
son, and Rawson? made a detailed report of. patients 
who presented a similar syndrome. 

It has been established that these symptoms result 
from electrolytic imbalance. There is no question that 
the increased major surgery being performed on the 
older patient has stimulated research along these lines. 
To me the facts disclosed by this work have been 
astounding. The purpose of this paper is to bring 
to attention some of the information acquired by my 
review of the literature. 

Seventy per cent of the body weight is fluid, and 
this fluid is divided into three compartments. The 
intracellular fluid composes 50 per cent of the body 
weight, the interstitial fluid which surrounds and 
bathes the cells composes 15 per cent and the circu- 
lating fluid (blood plasma) composes 5 per cent. There 
is a continual intermingling of these fluids. 

In health the body takes on its fluids by way of 
the stomach and intestines, and there is a continual 
loss by way of the lungs, kidneys, intestines, and 
skin. Normal fluid intake averages 2,000 to 3,000 cc. 
a day; the daily loss is about the same amount. Ap- 
proximately 1,000 to 1,500 cc. is lost by way of the 
urinary tract, 150 to 300 cc. through bowel elimina- 
tion, and approximately 1,000 to 1,500 cc. by way of 
the skin in the form of perspiration. The intake fluid 
includes the food as well as the water we eat and drink, 
since approximately 90 per cent of the diet by weight 
becomes water of oxidation. 

This entire discussion regarding fluids in electro- 
lytic balance.centers largely around the intestinal tract 
and kidneys. The amount of fluid secreted by the 
gastrointestinal tract in 24 hours is approximately 
7,000 to 8,000 cc.—an amount equal to the total blood 
volume. In 24 hours there are 1,500 cc. of saliva se- 
creted, 500 cc. of bile, 2,500 cc. of gastric juices, 700 
ce. of pancreatic juices, and approximately 3,000 cc. 
from intestinal secretions. Total plasma volume com- 
pared to this is 3,500 cc. 

In the physiology of fluid balance, renal control 
by infiltration and reabsorption has rather startling 
quantitative implications. The rate of glomerular filtra- 
tion is defined by inulin clearance; it is 125 cc. per 
minute and produces a volume of 180 liters over a 
24-hour period. Since not more than 2 liters of urine 


is usually excreted, almost all of the water that is 
filtered must be reabsorbed by the tubular cells. Also, 
since only the surpluses of the ionic components of the 
plasma are removed from the urine the greater part 
of these materials must be returned to the plasma 
from the glomerular filtrate. These figures are discussed 
to show the tremendous possibilities of fluid and elec- 
trolytic imbalance should the kidney or gastrointestinal 
tract present an alteration in function. 

Within the body fluid are the electrolytes which 
maintain an acid-base balance and which regulate 
osmotic pressure within the body between intracellular 
and extracellular fluid. The positive electrolytes con- 
sist of sodium, potassium, calcium, and magnesium, 
whereas the negative electrolytes consist of bicarbonate, 
chloride, phosphate, sulfate, organic acids, and proteins. 

One of the first problems confronting research 
men were the terms “gram per cent” and “milligrams 
per cent.” These terms are used to indicate measure- 
ments of substances within the body but they are inade- 
quate terms for the measurement of the electrolytes. 
In studying the electrolytic and chemical structure of 
extracellular fluid, measurement of its components 
must be clearly stated in terms of chemical equivalence. 
Only in this way can their relative magnitudes and 
interrelationships be correctly described. The suitable 
term is “milliequivalents per liter.” This value is 
obtained by dividing milligrams per liter by the atomic 
weight and multiplying by the valence. Since the 
inorganic ions have previously been expressed in terms 
of milligrams per 100 cc. a suitable method of conver- 
sion to milliequivalents per liter for the individual 
ions is as follows: 


__. aes ....(mg. per 100 ce. x 10) ( 1) 
23 
| See (mg. per 100 cc. x 10) (1) 
_ 7 39 . ; 
Ca... — .-.-(mg. per 100 cc. x 10) (2) 
- 40 
Mg ane (mg. per 100 cc. x 10) (2) | 
24 
GR wetnimninneannnd (mg. per 100 cc. x 10) (1) 
ae = ta 
HPO, _....(mg. P per 100 cc. x 10) (1.8) 
on = Bs Bh 
re (mg. S per 100 ce. x 10) (2) | 
32 





The electrolytes are so arranged that the cations of 
the intracellular fluid consist chiefly of potassium and 
magnesium, with more protein and organic acids than 
are found in either the interstitial fluid or blood plasma ; 
in the interstitial fluid, sodium is the chief cation and 
chloride the predominant anion. Blood plasma has a 
composition similar to the interstitial fluid and it must 
be remembered that the blood plasma and the intersti- 
tial fluid are in continual exchange. Plasma, due to the 
red blood cells, however, has a greater amount of 
protein than the interstitial fluid. It is very important 
in considering the electrolytes to remember that os- 
mosis is continually taking place within the body and 
the direction of passage is from the less dense to the 
more dense medium. This basic principle must be 
kept in mind when considering electrolytic balance. 

Protein plays a very important role in regard 
to electrolytes and osmosis. It has been established 
that the plasma proteins are the dominating factors 
in distributing the extracellular fluid. The principal 
constituents of the serum protein are albumin and 
globulin fractions. Normal concentration of serum 
albumin ranges from 3.5 to 5.5 grams per cent; for 
the globulin fraction the range is from 1.5 to 3 grams 
per cent. Of the two fractions the serum albumin 
exerts four to five times the osmotic pressure of the 
serum globulin. Primary alterations in the proteins 
occur more commonly in the albumin than in the 
globulin fraction. 

Hypoproteinemia is very common following sur- 
gery. Clinical manifestations are dependent chiefly 
upon this alteration in albumin and the fluid between 
the intracellular and extracellular compartments. When 
plasma protein concentration is reduced there is a 
striking tendency for abnormal retention of fluid which 
in the surgical patient results in peripheral edema, 
visceral edema, inhibition of gastrointestinal motility, 
and interference with wound healing. Mecray, Barden, 
and Ravdin® have described obstruction of gastroen- 
terostomy stomas from edema associated with low 
plasma proteins. Palpable edema results when the 
total plasma protein content falls below 5.5 per cent 
or when the albumin fraction is below 2.2 per cent. 
Reduction of the total plasma protein below 3 grams 
per cent is usually considered incompatible with life. 

The emphasis which surgeons place on correcting 
dehydration and electrolytic losses has often been 
accompanied by a failure to consider the mechanism 
involved in keeping fluids in the blood vessels. When 
hypoproteinemia occurs, fluids tend to leave the vessels 
and the intravenous administration of saline accentu- 
ates the process. Proper control of fluid and electro- 
lytic balance in surgical patients given parenteral fluids 
is not possible unless the serum protein concentration 
is maintained within normal limits. Recent evidence 
has tended to implicate the liver as an important if 
not the specific mechanism concerned with serum pro- 
tein regeneration; therefore, the liver should be buf- 
fered with glucose and protein prior to surgery when 
indicated. Amino acids may be given orally and 
parenterally to restore tissue proteins. Plasma is 


available to restore serum protein; if there is a de- 
crease in the albumin, human serum albumin can be 
administered. The patient whose reserve stores of 
protein are depleted and whose serum protein concen- 
tration is at or below edema levels presents an increased 
hazard regardless of the technical skill of the surgeon. 
Adequate glucose should be administered approxi- 


ELECTROLYTIC IMBALANCE—CONLEY 








Journal A.O.A. 
Vol. 51, No. 7 


mately 2 hours before protein is administered. The 
body will draw from the protein for tissue energy 
rather than utilizing carbohydrates if this is not done, 
and it is expensive to use protein rather than glucose 
for general nutrition. The protein should be used 
entirely for tissue repair and for maintaining the 
nitrogen balance. 

As has been mentioned earlier sodium is the chief 
cation of the interstitial fluid. Because of its concentra- 
tion it is largely responsible for the maintenance of 
osmotic pressure and regulation of volume in the inter- 
stitial compartment. Any loss must be viewed with 
concern. The body contains a total of 2,000 milli- 
equivalents of sodium; 310 to 340 milliequivalents are 
in the circulating fluid. In health the body sodium 
content is controlled by the adrenal cortex, pituitary, 
and kidney. In surgical diseases abnormal loss of 
sodium takes place through such obvious mechanisms 
as vomiting, drarrhea, and excessive diaphoresis, and 
also by kidney excretion in response to developing 
water deficits. When water is lost without obvious 
sodium loss electrolyte concentration is increased in 
the interstitial space. The first effort made by the 
body toward correcting this unphysiologic state in- 
volves excretion of small amounts of sodium. The 
excretion of sodium places additional demands upon 
the body stores of water, and they are met initially 
by further depletion of the interstitial or extracellular 
water. As emphasized by Peters,‘ the kidney then 
begins to conserve sodium. As a result of this incom- 
pletely understood mechanism which is under endo- 
crine control, sodium disappears from the urine and 
increases in the extracellular compartment in relation 
to the fluid therein. The body demands that isotonic 
concentration be kept as normal as possible, and this 
is accomplished by withdrawal of water from the 
intracellular compartment. This concept departs from 
the commonly held view that dehydration demands 
for normal ionic concentration are met further by 
the excretion of sodium. It is with this increase of 
extracellular sodium and the compensatory withdrawal 
of water from the intracellular compartment that 
severe dehydration makes its clinical appearance. At 
this time the evidence of cellular malfunction may be 


detected. For instance, the patient may show signs 
of renal failure, mental confusion, and muscular 
weakness. 


Since chlorides and bicarbonates constitute the 
major negatively-charged ions in the extracellular 
fluids, their importance will next be discussed. Ab- 
normal loss of chlorides occurs primarily in the sur- 
gical patient as the result of vomiting due to pyloric 
obstruction or removal of gastric contents by suction. 
For many years clinicians have commonly accepted 
that in vomiting only chlorides are lost; however, 
Gamble’ has shown that there is an associated loss 
of sodium amounting to almost one half of that of 
the chloride ion. 


It is no longer justifiable to consider chloride 
deficiency a primary sequel of vomiting. Chloride 
deficits are significant primarily as they reflect the 
concentration of sodium. Chloride deficiencies have 
probably received undue clinical emphasis because of 
the relative ease with which plasma levels of this 
electrolyte may be obtained when compared to sodium. 
The sodium cation is more significant in dehydration. 
As emphasized by Maddock® the significance of a low 
plasma chloride level is as follows: (1) it is one 
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indication of electrolytic loss, and (2) chloride is 
replaced by the alkaline bicarbonate with a resulting 
alkalosis. The bicarbonate radical is always available 
since it is a product of metabolism. 


Potassium is the chief cation of the intracellular 
fluid and it is now well established that its deficiency 
can result in death. Although sodium has been con- 
sidered by many to be present in the human body in 
quantities greater than any other cation, there is 
actually twice as much potassium as sodium in the 
body, according to Randall and his associates.’ The 
average adult has a total of 4,000 milliequivalents of 
potassium; 70 milliequivalents are in the extracellular 
fluid in a serum concentration of 4 to 5.4 milliequiva- 
lents per liter. Ninety per cent of the potassium is 
contained within the cells, and in dehydration the 
intracellular fluid is withdrawn to maintain an equi- 
librium in fluid balance. Potassium leaves the cells 
with this fluid in an effort to maintain its own intra- 
cellular fluid balance. Unlike sodium, potassium is 
excreted by the kidney during an existing deficiency. 
For this reason it can be seen that the surgeon receives 
little help from the patient’s body in correcting the 
potassium deficiency. In studies of one series of 
patients with hypopotassemia it was observed that 15 
to 36 milliequivalents of potassium were lost in the 
urine daily.* In addition to loss of potassium by way 
of the kidney the gastric contents show 9.2 milliequiva- 
lents of potassium per liter. The bile contains 4.98, 
the pancreatic juice 4.6 milliequivalents per liter. As 
this potassium is lost it is usually accompanied by a 
marked alkalosis. 

Many authorities disagree as to the exact symp- 
toms of hypopotassemia. However, the classical ones 
that are offered are dehydration, apathy, lethargy, 
anorexia, weakness, twitching, shallow breathing, ab- 
dominal distention, and restlessness, with inability to 
sleep. One will note in questioning the patient that 
it requires a great deal of effort for the patient to talk 
and at times he may become completely irrational. 
From a laboratory standpoint it usually is found that 
the patient has an increased excretion of nonprotein 
nitrogen. There is a decrease in the blood chlorides 
as well as a decrease in the sodium and potassium 
levels. Electrocardiographic tracings usually show low 
amplitude in the T wave and lengthening of the OT 
interval. The electrocardiogram is a dependable mecha- 
nism for the detection of potassium deficiency.® 


A discussion of electrolytes is certainly not com- 
plete without consideration of the acidosis and alka- 
losis which almost invariably accompany dehydration. 
In dehydration, since extracellular electrolyte concen- 
trations are preserved at the expense of extracellular 
fluid volume, serum anion-cation concentration may 
be normal even after considerable fluid loss. Serum 
electrolyte concentration often is altered only after 
total extracellular fluid has been greatly reduced. In 
the majority of patients in whom total water volume 
has been depleted by direct losses through the urine, 
gastrointestinal tract, lungs, or the skin, there occurs 
an unequal loss of positively and negatively charged 
electrolytes. 

The relative quantities of anions and cations which 
remain in the extracellular fluid determine the pres- 
ence of acidosis or alkalosis.’° A chloride loss may 
predominate in cases of vomiting or pyloric obstruc- 
tion, or a base loss after ileostomy or with diarrhea. 
Acidosis may result from impairment of the base- 
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saving mechanisms of the kidney or retention of 
anions—for example, ketone bodies or phosphates. It 
may be a diabetic acidosis due to abnormal metabolism. 
Alkalosis may be due to base retention but it is rarely 
seen unless sodium intake has been excessive or 
chlorides replaced with bicarbonates. 


The surgeon has two important responsibilities to 
the patient: (1) prevention of fluid and electrolytic 
imbalance, and (2) treatment of this imbalance should 
it occur. It once was customary to purge the patient 
preoperatively and starve the patient postoperatively, 
with the result that dehydration and malnutrition were 
induced in the patient. 

Water is second only to oxygen as a vital physio- 
logic substance. It is interesting to note that food 
can be taken from animals and they can be deprived 
of glycogen, fat, body proteins, and a considerable 
amount of their body needs and still survive, while 
a loss of 10 per cent of their water content results in 
a serious disorder and a loss of 20 per cent is fatal. In 
order to preserve the proper fluid and electrolytic 
balance the patient must have an adequate amount of 
fluid preoperatively. 


Elective surgery as a rule needs no special atten- 
tion. However, if the patient has an intestinal obstruc- 
tion or acute abdominal condition with vomiting, 
definite fluid replacement must take place. An adequate 
study of the patient’s blood chemistry in regard to 
the total protein and albumin-globulin ratio must be 
made in order to be sure it is sufficient to assure 
osmotic balance. Blood sugar and other indicated 
analyses should be carried out, and also kidney func- 
tion must be tested because of the vital role the kidney 
plays in electrolytic balance; liver function must be 
evaluated. Needless to say, the surgeon should be 
familiar with the cardiovascular problems the patient 
may have. It is important that when major surgery 
is to take place or an elderly patient is being considered 
the CO, combining power be determined preopera- 
tively. An abnormal CO, content is a reliable index of 
the existence of metabolic alkalosis or acidosis. 


Preoperative examination of the condition of the 
skin and mucous membrane is of extreme importance 
in evaluating dehydration. After the patient goes to 
surgery fluid and electrolytic balance must be con- 
stantly kept in mind. Normal fluid intake must be 
maintained parenterally since the patient is not usually 
taking fluid by mouth in the first 24 hours after 
surgery. The fluid of evaporation must be replaced 
and enough fluid for adequate urinary output must be 
supplied. Any abnormal loss from the gastrointestinal 
tract must be matched volume for volume. If the 
patient has an elevation of temperature 500 cc. should 
be given for each degree of elevation. Extra fluid 
must be given for increased perspiration and fluids 
lost at the time of surgery must be replaced volume 
for volume. Electrolytes must be replaced as they are 
lost and if no oral feedings are given for several days 
proteins as well as electrolytes must be given. 

I now consider the patient who is in a state of 
electrolytic imbalance, and assume that he has all of 
the findings typical of such an imbalance. The patient’s 
CO, combining power may be 100 per cent or above. 
The serum potassium may be 2.4 grams and the 
sodium content greatly reduced. The chlorides have 
been lost and replaced with bicarbonates which are 
partially responsible for the alkalosis. The patient has 
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the clinical symptoms which have been reviewed earlier. 
What can be done for this patient ? 

First of all the patient must have clinical evalua- 
tion ; the diagnosis of electrolytic imbalance can usually 
be picked up first clinically if careful observation is 
made. The blood levels of potassium, sodium, and 
chloride should be determined. The CO, combining 
power and other necessary blood chemistry should be 
ascertained as well as electrocardiographic findings. 

In order to correct electrolytic imbalance so that a 
patient may make a recovery after surgery the follow- 
ing things must be accomplished: (1) restoration of 
the correct amount of body fluids, (2) replacement of 
the potassium in sufficient quantities, (3) replacement 
of the sodium, (4) reduction of the CO, combining 
power and correction of the alkalosis. Ample amounts of 
water with Travert must be administered intravenously 
as the first step and intake and output carefully 
recorded. The potassium level must be corrected since 
administration of sodium in the presence of potassium 
deficiency is of no benefit and probably results in 
greater potassium deficits. Alkalosis is refractory to 
sodium chloride therapy if potassium deficiency exists. 

Evans" has remarked that if alkalosis with a 
carbon dioxide content of 60 volumes per 100 persists 
in a patient with no vomiting, adequate hydration, and 
sodium chloride therapy, potassium deficiency should 
be suspected. It is not always appreciated that a 
hypochloremic alkalosis is an indication of potassium 
deficiency. The most acceptable drug for the treatment 
of potassium deficiency is potassium chloride. The 
ideal method of administration is oral. However, when 
a patient is under gastric decompression or is nauseated 
or vomiting, this may be impossible. Since most of 
the potassium is contained intracellularly, replacement 
of it is very dangerous. 

I would like to caution against overdosage of 
potassium. If the serum potassium concentration 
reaches 10 milliequivalents per liter, heart block ap- 
pears, yet one must give enough potassium in order 
to raise the level to bring about normal physiology. 
The amount of potassium given depends upon the 
amount of fluid lost by gastric secretion and urinary 
output, and upon the electrocardiogram and serum 
potassium findings. 

Administration of potassium in the presence of 
renal disease or inadequate renal output is extremely 
dangerous as the serum potassium may reach a critical 
level even when a small amount is administered. If 
it is necessary to give intravenous potassium, 2 to 4 
grams of potassium chloride in 1,000 cc. of Travert is 
a safe solution. In the presence of severe deficiency 
4 grams may be safely given in 2 or 3 hours and 
repeated again in 3 to 4+ hours 1f urinary excretion 
is not impaired. After depletion is largely corrected 
the solution must be given more slowly. This may be 
accomplished by adding 2 grams to 2 liters of Travert, 
assuming that a total of 4 grams per day will be needed 
to maintain a satisfactory level once it is achieved. It 
is extremely dangerous to administer potassium in the 
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presence of dehydration until enough fluids have been 
given to restore urinary secretions. Likewise it is 
unsafe in the first 24 hours following surgery because 
urinary secretion is so limited during this period. 

If the status of secretory function of the kidney 
is unknown, several hundred cc. of 5 per cent glucose 
must be given to stimulate urinary flow for an intake 
and output record. It is always wise to have a plasma 
determination before starting potassium therapy be- 
cause more rapid administration may be used if 
depletion is considerable. Once the serum: carbon 
dioxide has fallen to normal it may be assumed that 
significant potassium depletion is no longer occurring. 
While potassium chloride administration is correcting 
the potassium deficiency it will be at the same time 
correcting the chloride deficiency. The chlorides, by 
replacing the bicarbonates in the serum, will help to 
eliminate alkalosis. Sodium can then be given as soon 
as the potassium level has been raised. Sodium chloride 
is the solution of choice and may be administered 
intravenously in order to increase the serum sodium 
level. 

I have observed several cases in which a high 
CO, combining power has been refractory to the 
administration of sodium chloride and potassium. Re- 
cent research recommends administration of am- 
monium chloride, which is a double acid molecule and 
therefore in solution is ideal to correct alkalosis. A 
1 per cent solution, 10 grams of sterile ammonium 
chloride in 1,000 cc. of 5 per cent glucose in water, is 
used. If the patient is not in a state of dehydration, 
ammonium chloride can be given in 2 per cent solu- 
tion. It is well to remember that ammonium chloride 
may be given by mouth in a dosage of 15 grains every 
4 hours when it is tolerated. In correcting the CO, 
combining power 1 gram of ammonium chloride can 
be given for every volume per cent above 72 volumes 
per 100, for instance if CO, combining power is 82, 
10 grams of ammonium chloride may be administered 
safely. 


SUMMARY AND CONCLUSIONS 


1. A summary has been presented of normal 
physiology which is essential to understand water and 
electrolytic imbalance. 

2. The chief electrolytes have been reviewed 
showing their physiologic function and the symptoms 
which occur when electrolytic imbalance is present. 

3. A routine has been outlined to prevent elec- 
trolytic imbalance in the surgical patient. 

4. Treatment for the patient in electrolytic im- 
balance has been discussed. 

5. A method of correction of alkalosis when it 
is refractory. to electrolytic balance has been discussed. 

6. It is my belief that the results of this research 
have helped to substantiate Andrew Taylor Still’s pro- 
nouncement that “The rule of the artery is supreme.” 


114 W. Third Ave. 
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SURGICAL CARE. A 
Elman, M.D., F.A.C.S., 
University School of 
Associate Surgeon, St 


Practical Physiologic Guide. By Robert 
Professor of Clinical Surgery, Washington 
Medicine; Assistant Surgeon, Hospital ; 
Louis Children’s Hospital; Director of Surgical 
Service, H. G. Phillips Hospital, St. Louis, Missouri. Cloth. Pp. 586, 
with illustrations. Price $8.00. Appleton-Century-Crofts, Inc., 35 W. 
32nd St., New York 1, 1951. 


sarnes 


Practices in the care of surgical patients throughout medi- 
cine’s history have varied from zealous therapeutics to laissez 
faire attitudes of blind dependence on nature’s spontaneous 
powers of restoration. 

With major emphasis on the modern concept that surgical 
care should be based on physiologic and biochemical knowledge 
of what the body can and cannot accomplish, this excellent 
new book discusses all aspects of surgical care beyond the 
operation itself. Most importantly it stresses the necessity of 
regarding in care of the patient all the processes of the body— 
long a part of the osteopathic concept. 

In his introduction the author deals with wariable factors 
in surgery such as age, physical state, and latent disease of 
the patient, and he includes a section on special therapy for 
the older surgical patient. He next the systemic 
reaction to mechanical trauma and its effects on adrenal and 
anterior pituitary glands, blood chemicals, and on the me- 
tabolism of carbohydrates, proteins, electrolytes, and vitamin C. 

Elman regards as erroneous the theories that convalescence 
cannot begin until the effects of injury have ended, and that 
postoperative recovery should be left entirely to nature. This 
“convalescent approach” results from his service during World 
War II on a National Research Council Committee on Con- 
valescence and Rehabilitation. He believes that psychologic, 
nutritional, and physical factors all form the basis for present- 
lay surgical care. 

Psychogenic factors which often play such an important 
role in convalescence are discussed in great detail, including 
relationships between doctor, patient, and hospital personnel. 
lhe author feels strongly that the surgeon must understand 

. the importance of the “person” undergoing surgery. 

Nutritional care of postoperative patients has developed 
iar since the days when anorexia was considered an inevitable 
part of surgical convalescence and thus that malnutrition was 
inavoidable. Malnutrition in patients, even at present, is 
widespread, according to the studies made on hospital food 
which Elman cites. Water and salt nutrition are included with 
the other basic dietary essentials, and the author discusses 
methods of feeding and formulae for nonoral feeding. 

He outlines the physical factors which constitute con- 
alescence, and the considerations of bed rest versus early 
imbulation to prevent deconditioning of the body. He suggests 
a planned program of physiotherapy and occupational therapy 
luring the convalescent period. 


considers 
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Meyer Saklad has written the chapters on anesthesia and 
inhalation therapy, which deal with the factors of choice 
of anesthesia, hazards in its use, transport of the patient, as 
well as postanesthetic care. 

The book discusses routine postoperative care, including 
resumption of the normal processes and care of the wound. In 
the chapter on chemotherapy in surgery Elman cautions against 
over-optimism in its use in wounds, but describes the great 
value of penicillin in treating some diseases, such as acute 
osteomyelitis. 

Postoperative pain is discussed—its numerous etiologies 
and its frequent harmful effects on convalescence. Pulmonary, 
thromboembolic, and renal complications are discussed in detail 
and therapy for them outlined. Chapters are devoted to surgical 
shock, to wound and abdominal complications, to postoperative 
fever, including psychogenic fever, and to thermal burns 

Readers will find the chapter references helpful as well 
as the author and subject indexes. 


THE STUDENT’S HANDBOOK OF SURGICAL OPERATIONS 
By Sir Frederic Treves, Bart. G.C.V.O., C.B., LL.D., F.R.C.S. Ninth 
Edition, Revised by Sir Cecil Wakeley, K.B.E., C.B., D.Sc., P.R.C.S.., 
F.R.S.E., F.A.C.S.(Hon.), F.R.A.C.S., Fellow of King’s College, Lon 
don; Senior Surgeon to King’s College Hospital; Director of Surgical 
Studies and Teacher of Operative Surgery, King’s College Hospital 
Medical School; Surgeon to the Royal Masonic Hospital and Belgrave 
Hospital for Children; Consulting Surgeon to the Royal Navy; Hunterian 
Professor, Royal College of Surgeons of England; Examiner in Surgery 
to the University of Cambridge; Formerly Examiner in Surgery to the 
Universities of London, Glasgow, Bristol, Sheffield, and Durham and 
the Royal College of Surgeons, and to the National Universities of 
Ireland and Wales; Temporary Surgeon Rear-Admiral in His Majesty's 
Fleet. Ed. 9. Cloth. Pp. 580, with illustrations. Paul B 
Hoeber, Inc., 49 E. 33rd St., New York City, 








Price $5.50. 
1951. 

As a concise manual of surgical technics the ninth edition 
of this 60-year-old student’s handbook offers clarity and detailed 
instruction in the performance of operations on different 
systems of the body. The 269 illustrations are constant hand 
maidens to the text; the great majority of them are additions 
and replacements for the older editions and should increase 
understanding of the surgical procedures discussed. 

Each section begins with the discussion of general technics 
for surgery according to systems. General arterial ligature 
precedes technics for ligature of specific areas of the body; 
surgical technics for amputations are followed by descriptions 
of specific amputations. New operative methods on heart, lungs, 


brain, and spinal cord have been incorporated into this 


new edition. 
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Because British surgical methods frequently differ from 
those practiced in the United States, the greatest usefulness of 
this handbook will probably be found as accessory discussion. 
Surgeons may take exception to the single method outlined 
for each operation—the presentation to the student. However, 
the clarity of the discussions and detail of the illustrations 
should make this book a handy auxiliary manual for the 
American doctor. 


ATLAS OF GENITO-URINARY SURGERY. By Philip R. Roen, 

M.D., F.A.C.S., Instructor in Urology, New York Post-Graduate Medical 
School; Clinical Instructor in Urology, New York Medical College; 
Associate Visiting Urologist, Morrisania City Hospital; Assistant Attend- 
Big: ne at Midtown Hospital and Yonkers General Hospital; 
ivilian Consultant in Urology, U. S. Air Force, Mitchel Air Base 
Station Hospital; Diplomate, American Board of Urology. Cloth. Pp. 
325, with illustrations. Price $8.00. Appleton-Century-Crofts, Inc., 35 
W. 32nd St., New York 1, 1951. 

Standard operative procedures for urologic surgery are 
often described in textbooks; seldom are they ilustrated in 
step-by-step detail. This splendid atlas with its clear line 
drawings and concise discussions fills an old void in the 
surgical literature. It will be invaluable not only to the 
resident and the occasional operator but also to the practicing 
urologist who may need to retrace the steps of technics 
infrequently performed. 

The book covers operations on the kidney, adrenal gland, 
ureter, bladder, prostate, scrotum and testicle, urethra, and 
the penis—each presented by means of drawings and outlines 
facing each other for easy use. 

Standard procedures are included and, in addition, newer 
technics such as retropubic prostatectomy. Where many tech- 
nics exist, the one which is uniformly successful for the author 
is shown; several methods for the same operation are given 
when they are of equal value, such as plastic operations for 
hydronephrosis. The author acknowledges his debt to older 
textbooks and the many surgeons who have developed the 
technics, without direct reference to them; this book is geared 
to direct usefulness in surgical practice. 

It presupposes a familiarity with basic surgical principles 
such as asepsis, ligaturing, suturing, and knot-tying, and sufh- 
cient knowledge of urology to recognize the indications for 
operation. 

In an introductory section on principles of general urologic 
surgery, Roen mentions further important considerations, such 
as the frequent older age of the patient, which necessitates 
regard for degenerative processes; choice of anesthetic; 
preoperative preparation, including various urologic tests; 
attendant infection; catheter splinting and problems of drain- 
age; peritoneal considerations ; and postoperative care, including 
early ambulation. 

Each operative technic is preceded by a short discussion 
of background, and attention is called to possible complications 
The aspects of urologic surgery which may be of psychologic 
importance to the patient are noted. 

This is a book for maximum 


usefulness in its field. 


TONSIL AND ALLIED PROBLEMS. By Roy H. Parkinson, 
M.D., F.A.C.S., Chief of Eye, Ear, Nose, and Throat Department, St. 
Joseph’s Hospital, San Francisco, California. Cloth. Pp. 432, with 
illustrations, Price $12.00. The Macmillan Company, 60 Fifth Ave., 
New York 11, 1951. 

Tonsillectomy comprises at least one seventh of all opera- 
tions and yet within the last 30 years there have been few 
monographs devoted to the tonsil and its diseases. This 
author has made a comprehensive study of past and current 
literature about the tonsils and has compiled his findings 
coherently. As he considers the tonsils to be a part of the 
whole and not an entity in themselves, Parkinson discusses in 
detail the embryonic, the histologic, the physiologic, and the 
anatomic aspects of the ring of Waldeyer. 
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Of particular interest is Chapter X, “Embryology and 
Postnatal Cycles of the Tonsil.” Here is a complete and 
lucid consideration which is difficult to find elsewhere. Although 
the embryology of the tonsil is not of major importance 
to clinicians, the information given in “Tonsil and Allied 
Problems” should be referred to by all medical students. 
For not only are the embryonic origins of ihe glands discussed 
but also their histology during development. It is also in 
this chapter that the author’s clear literary style is most 
evident. Parkinson has used the accepted terminology of the 
subject and the field of otolaryngology. He refrains from the 
temptation to coin words and phrases that would inevitably 
lead to confusion. 

As already mentioned the author devotes several chapters 
to the physiology and the anatomy of the tonsil. He 
gives a thorough description of the arterial, venous, muscle, 
and nerve supply in the pharyngeal area. This then serves 
as a reference for the surgeon who is still perfecting his 
technic. The final chapter presents Dr. Parkinson’s suggested 
procedure for tonsillectomy, again a great help to the inex- 
perienced surgeon. 


also 


Two-hundred and fifty illustrations, in color and in black 
and white, add to the worth of the book. Many of these are 
of full-page size. The drawings are all completely and plainly 
labelled. 

“Tonsil and Allied certainly a necessity 
for the ear, nose, and throat specialist not only for its com- 
pleteness but also for its extensive bibliography. For the 
general practitioner the monograph will serve as an excellent 
reference since it covers almost any problem the tonsil may 
present whether it be common , 


Problems” is 


or rare. 


FIRST AID: SURGICAL AND MEDICAL. 
M.D., F.A.C.S., Professor and Head of the Department of Surgery, 
University of Illinois College of Medicine; Surgeon-in-Chief, Illinois 
Research and Educational Hospitals, Chicago, and Charles B. Puestow, 
M.D., F.A.C.S., Clinical Professor of Surgery, University of Illinois 
College of Medicine and Graduate School; Chief, Surgical Service, 
Veterans Administration Hospital, Hines. Ed. 4. Cloth. Pp. 432, with 
illustrations. Price $4.00. Appleton-Century-Crofts, Inc., 35 West 32nd 
St., New York 1, 1951 


By Warren H. Cole, 


Advanced first aid instruction has long awaited a com- 
plete and authoritative text. Many manuals of first aid technic 
have been available but most of these were designed for the 
beginning student or for the incidental administrator of first 
aid. Cole and Puestow’s revised and expanded fourth edition 
of First Aid goes far beyond the rudiments to explain com- 
pletely the methods, procedures, and theories of temporary 
treatment. Great care has been taken to point out whether 
procedures described should be left to those well trained in 
medicine and surgery or whether they may be considered 
within the limits of first aid care. For example, performing 
hlood transfusions and using anesthesia are delegated to the 
professional, but are included because the first aider should 
understand the reasons and principles of their use. 

Chapters on general anatomy and physiology, bandaging, 
splinting, transporting the injured, treating minor wounds, 
and administering artificial respiration have been written by 
the authors while chapters dealing with more specialized 
treatment—fractures, dislocations, sprains, injuries to the large 
blood vessels, the chest, and the genitourinary tract, and, ab- 
dominal and respiratory emergencies—have been written by 
authorities in the various fields. Of current interest are the 
chapters which deal with injuries such as radiation burns 
resulting from atomic warfare, accidents which might occur 


during military service, and wounds sustained by civilians 
during war. These chapters are exhaustive and definitive. 


Accurate line drawings facilitate understanding of the 
text. The straightforward and concise literary form and the 
simple arrangement of the material contribute to make the 
book worthwhile. 

The value of Cole and Puestow’s work will be found in 
its use by those who are called upon to teach first aid. It 
would help doctors to organize their knowledge into a form 
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also serve 
course in 


easily understood by first aid students. It would 
as an excellent foundation upon which to base a 
either beginning or advanced first aid. 


APHORISMS OF DR. CHARLES HORACE MAYO AND DR. 
WILLIAM JAMES MAYO. Collected by Frederick A. Willius, M.D. 
Cloth. Pp. 109. Price $2.75. Charles C Thomas, Publisher, 301-327 


E. Lawrence Ave., Springfield, Ill., 1951. 


This little book of quotations from the writings of Charles 
and William Mayo has gathered together many of the short, 
pungent statements made about medicine by these great phy- 
sicians and who were also shrewd, down-to-earth 
mid-W esterners. 

Typical. quotes are these: “Medicine is a profession for 
social service *; “Once you start studying medicine you 
never get through with it”; “Medicine is about as big or as 
little in any community, large or small, as the physicians 
make it”; and “The glory of medicine is that it is constantly 
moving forward, that there is always more to learn.” 

The most interesting and moving portion of the book 
is the so-called “Lost Oration” of Dr. W. J. Mayo, delivered 
before the Minnesota State Legislature on March 22, 1917. 
Made to counteract the malicious propaganda spread by their 
medical enemies in the state, it is a vigorous and eloquent 
expression of the ideals which motivated their lives and their 
work. 

This is an excellent gift book, as well as a collector's 
item for every medical book lover. 


surgeons, 


SURGICAL PRACTICE OF THE LAHEY CLINIC. 
of the Staff of Lahey Clinic, Boston. Cloth. 
Price $15.00. W. B. Saunders Company, 
Philadelphia, 1951. 


This surgical procedures from one of the 
nation’s best known clinics presents by discussion, drawings, 
photographs, and tables the results of many years of study 
ind development. 

Standardization of 


By members 
Pp. 1014, wjth illustrations 
West Washington 


Square, 


volume of 


methods and positions on debatable 
problems has promoted refinement of detail and unhesitating 
cooperation from nurses and assistants. In addition, the 
standardization made learning easier for the young sur- 
geons on fellowship at the clinic. 


has 


In the 10 years since publication of the first volume from 
the Lahey Clinic new anesthetic methods, antithyroid agents, 
and antibiotics have solved some problems and changed the 
emphasis in others. Present use of these ancillary products is 
included in the discussions. 

The book is outlined according to body Con- 
tributors from eleven departments have reported their experi- 
ence in the various chapters, which originally 
appeared in periodical literature during the past 5 years. 
Included among the main topics are the thyroid gland and 
neck, esophagus, lungs and heart, stomach and duodenum, 
the small intestine, colon, sigmoid and rectum, the _ biliary 
tract, spleen, adrenal gland and pancreas, the breast, pelvis, 
bones and joints, brain, spinal cord, and nerves. A section on 
inesthesia describes present technics as well as preoperative 
ind postoperative anesthetic care. In addition, procedures are 
given for the repair of incisional and inguinal hernias, anti- 
coagulant treatment of postoperative venous thrombosis and 
pulmonary embolism, and surgery in Ménierére’s disease. 


systems. 


many of 


Of interest will be discussions of cauda equina tumors 
is a cause of low-back syndrome; chronic suppurative osteo- 
myelitis of the femur, with a series of roentgenograms; and 
many other specialized procedures such as the Poppen technic 
for lumbar sympathectomy, discussed by John A. and Joseph 
. Costello in this month’s Surgical Supplement of Trt 
JOURNAL 

The treatment of primary malignant bone tumors of the 
humerus involves interscapulothoracic amputation. Tumors of 
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the pineal body are considered both as to operative and 
roentgenologic therapy. Technics are given for ileostomy, 
gastric ulcer surgery, excision of the epinephrine-producing 
tumors called pheochromocytoma, and many others required 
with varying frequencies. 

An outstanding contribution to the surgical 
this volume should appeal to a wide audience. 


literature, 


SELECTED WRITINGS OF SIR WILLIAM OSLER. With 


Introduction by G. L. Keynes, M.D., F.R.C.S. Cloth. Pp. 278, with 
illustrations. Geoffrey Cumberlege, Oxford University Press, London, 
1951. 


The life of man is brief and his memory of the famed 
among his own kind is but little longer. The name of Sir 
William Osler, this continent’s most eminent clinician once 
known to every medical student, awakens little recognition and 
no interest in today’s medical student. Yet his professional 
life, Osler as the physician, meant too much to the world 
to have him so speedily pass out of men’s minds. 

Young men in medicine need to know him and his writings 
even more today than they did 3 decades ago. While he made 
no great scientific contribution to medicine, his life embodied 
its finest traditions. He 
medicine but who knew 
humanist, the historian, 


was the doctor who knew 
life itself; he was the scholar, the 
and the lover of books 

This volume of his selected writings has nothing to do 
with his clinical work, that is already dated—but not his 
approach to the patient as a doctor which will long serve 
as a model. Instead here is a group of his essays that present 
his ideas of the ideals of medicine, especially as exemplified 
in “Books and Men” (the title of one of the essays). 

A committee of The Osler Club of London, aided by 
some American Oslerians, made the selection in honor of the 
centenary of his birth (1949). The publishers have produced 
a volume worthy of the tribute. The more serious minded 
medical student and young physician of today will find the 
book an enriching experience and an introduction to a great 
physician who was equally 


not only 


great as a human being 


CALLAN DER’S 
M.A., Ph.D 
sity Medical 


SURGICAL ANATOMY. By Barry J. Anson, 


(Med. Sc.), Professor of Anatomy, Northwestern Univer 
School, and Walter G. Maddock, M.S., M.D., F.A.C.S., 
Eleock Professor of Surgery, Northwestern University Medical School. 
Ed. 3. Cloth. Pp. 1074, with illustrations. Price $14.00. W. B. Saun 
ders, West Washington Square, Philadelphia, 1952. 


Death prevented C. Latimer Callander from making the 
second revision of his text which was first published in 1933. 
The authors who ably completed the comprehensive task are 
outstanding in their fields as teachers and scientists. They 
have retained Callander’s original outline, and, because surgical 
procedures so often become obsolescent, they have emphasized 
basic principles rather than technics 

Many of the illustrations are new; some have been espe- 
cially prepared for this edition and others have been gathered 
from recent periodical and texthook courses. Many of them 
have been taken from Anson’s own scientific papers. In this 
edition, there are fewer clinical demonstration photographs 
and greater concentration on clarified surgical drawings and 
new standardized procedures. 

The original anatomical descriptions are largely retained, 
frequently with clarifying terms added. The greatest change 
has occurred in the section on the abdomen, where so many 
new therapeutic and surgical technics have been applied in 
the last 2 decades. Substantial revisions are found also in the 


sections on bone and joint surgery, urology, neurologic surgery, 
ophthalmology, and gynecology 

The make-up of this new 
textbook 


edition reflects the changing 


trends in style. The type is much larger and 
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clearer than before; the pages are divided into two columns 

for easier, faster reading. 
Physicians and surgeons will 

up-to-date addition to their libraries. 


find this a helpful and 


DIAGNOSIS AND TREATMENT OF MENSTRUAL DIS- 
ORDERS AND STERILITY. By Charles Mazer, M.D., F.A.C.S., 


Formerly Associate Professor of Gynecology and Obstetrics, Graduate 
Sckool of Medicine, University of Pennsylvania; Attending Gyne 
cologist, St. Agnes Hospital; Consulting Gynecologist, Mount Sinai 
Hospital, Philadelphia, and S. Leort Israel, M.D., F.A.C.S., Assistant 
Professor of Gynecology and Obstetrics, Graduate School of Medicine, 
University of Pennsylvania; Attending Gynecologist, Mount Sinai Hos 
pital, Philadelphia. Ed. 3. Cloth. Pp. 583, with illustrations. Price 
$10.00. Paul B. Hoeber, Inc., 49 E. 33rd St., New York 16, 1951. 


During the last 5 years developments in etiology and 
technic have advanced diagnosis and treatment in the field of 
gynecology. Many accepted theories have been discarded and 
new ones have gained clinical and experimental substantiation. 
Mindful of the fact that an out-dated medical text is worth- 
less, the authors have revised and rewritten portions of the 
earlier editions to include recent findings. 


Although chapter titles and most of the subheadings 
remain the same, more consideration is given to theories 
behind menstrual disorders and many new illustrations have 


been added. For example, the menstrual toxin theory and the 
menopausal syndrome concept are explained in the light of 
present knowledge. Also the discussion of tumors of the 
female genital tract has been rewritten and made more com- 
plete. Technics such as the Papanicolaou smear are explained. 

With this revision “Menstrual Disorders and Sterility” will 
continue to be extremely useful to gynecologists and general 
practitioners as a reference text. 


THE BATTLE FOR MENTAL HEALTH. 3y James Clark 
Moloney, M.D. Cloth. Pp. 105. Price $3.50. Philosophical Library, 
New York, 1952. 


This monograph will be of special interest to obstetricians 
and pediatricians, as well as those general practitioners who 
pride themselves on a knowledge of modern medicine. 

James Clark Moloney is a well-known psychiatrist of the 
psychoanalytic school who places heavy responsibility for 
today’s alarming increase in mental illness upon what are 
popularly considered, among physicians and laity alike, accepta- 
ble obstetrical, pediatric, and child-rearing methods. He is a 
widely known exponent of the beginning Cornelian Corner 
movement—rooming-in of the newly born baby with its mother. 


The Cornelian movement began in 1942 in Detroit among 
six physicians and was named after the classic figure Cornelia, 
the mother of the Gracchi, who, upon the death of her hus- 
band, refused numerous offers of marriage and devoted herself 
to the rearing of her twelve children. The basic connection 
is that it is highly advantageous “to both mother and child, 
. .. [to] encourage breast feeding of infants with opportunity 
to nurse whenever the infant is hungry or anxious.” The 
text documents the position of the Cornelians by rather full 
anthropologic and psychologic references and cites numerous 
scholars in support of their position. 

The author discusses the amazing fury which the Cor- 
nelians meet on every hand—from “the big business [that] 
possesses our hospitals . . . [to the] Efficient childless women 
[who] as supervisors dominate nurseries. Meticulous, eco- 
nomical, orderly, firm, they cooly and unemotionally manage 
their service for new mothers and _ babies.” 


The arguments presented for consideration of the Cor- 
‘nelian’s position are powerful and some of them are un- 
answerable, except by very unscientific castigation by their 
opponents who become greatly disturbed, for various reasons, 
with any proposed changes in the status quo of maternal care. 
Chapter IV of the text, “Do Americans Possess Mental 
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Health? Some Statistics on Individual Mental Disorders,” 
and Chapter VI, “Are We Losing Our Battle for Mental 
Health? Some Statistics on Social Ills,” present figures that 
in themselves demand a careful hunt for every possible source 
of our mental ill health. The Cornelians make a case for 
themselves that commands more attention than the mental 
inertia that has met them on every hand. As yet there is 
evidence that the battle for mental health might be a losing 
one in western civilization. Upon that basis this little volume 
has a degree of significance far beyond its page length. 


THE CHILD 
Chir., F.L.S., Reader in 
Charing Cross Hospital 
trations. Price $3.00. 
York 53. 1951. 


UNBORN. By R. J. Harrison, M.A., D.Sc., M.B 
Anatomy in the University of London at 
Medical School. Cloth. Pp. 226, with illus- 
The Macmillan Company, 60 Fifth Ave., New 


This is no watered-down dully written and overly simpli- 
fied explanation of obstetrics for laymen, but a clearly written 
presentation of the anatomy, embryology, and physiology of 
all of the processes incident to birth. It is within the com- 
prehension of any literate person and will reward its reader 
with a fullness of knowledge rarely available to the layman 
in so delightful a form. 

The text begins with a study of the reproductive organs, 
discusses the control of the reproductive cycle, ovulation and 
fertilization, the early days of the life of the embryo, develop- 
ment and growth of the fetus, the mother and pregnancy, 
the actual birth process, followed by a chapter on the child 
after birth. 

In the concluding chapters, the author discusses sterility 
and fertility, planned parenthood, artificial insemination, early 
marriage, and the social aspects of the size of population in 
any country. The illustrations are clear and instructive. The 
paper is of excellent quality, and the type is attractive. The 
writing style betrays the humanistic background of its English 
author. It is the kind of a book that the physician should be 
proud to recommend to his intelligent patients, and it contains 
the knowledge that the intelligent person will want to know 
and will find pleasure in having it made available to him. 
The illustrations are fully adequate and the bibliography lists 
well-known works for the scholarly person for whom a little 
knowledge.creates a demand for more thorough study. 


NEW AND NONOFFICIAL REMEDIES. Issued Under the 
Directicn and Supervision of The Council on Pharmacy and Chemistry 


American Medical Association. Cloth. Pp. 782, with illustrations. 
Price $3.00. J. B. Lippincott Company, East Washington Square, 
Philadelphia, 1951. 

The annual review of the Council on Pharmacy and 


Chemistry of the American Medical Association has come to 
represent indirectly one of the finest contributions of American 
medicine to the public welfare. It is one entirely authoritative 
source to which the physician can turn for information on 
the actions, usage, limitations, and dosage of acceptable and 
relatively new drugs. It also lists drugs unaccepted or no 
longer acceptable. It is equally valuable to medical students 
and commercial firms. 

The Council will consider for inclusion in NNR any drug 
submitted to it—the firm must submit the article and in a 
measure the act of submission reflects the confidence of a 
firm in its own product. 


The volume consists of a series of small and well-written 
monographs on various drugs, giving the essential details for 
their use. These statements are followed by a list of the 
pharmaceutical houses manufacturing any particular drug and 
the form in which they market it. This material comprises 
section A. Section B lists and describes tests and standards 
Section C is a cumulative bibliographic index of unaccepted 
products, referring to the specific reports on such products. 
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The work of the Council for the past 20 years has been 
largely instrumental in placing American pharmaceuticals on 
the highest standard known in the world. It is not to the 
credit of the American practitioner generally that he is prone 
too often to accept the judgment of the manufacturer of a 
given product, often unacceptable to the Council, rather than 
be guided by the Council. Osteopathic physicians and hospitals 
know that this yearly review is indispensable as a guide. It is 
the best known insurance against meddlesome and untrust- 
worthy drugging. And if a product does not survive a year's 
issue nothing has been missed by not employing that particular 
product. “Wait for a Council ruling” is a good medical slogan. 


STATISTICS FOR MEDICAL STUDENTS and _ Investigators 
in the Clinical and Biological Sciences. By Frederick J. Moore, M.D., 
Associate Professor of Experimental Medicine, University of Southern 
California School of Medicine, and Frank B. Cramer, B.A., Research 
Fellow, and Robert G. Knowles, M.S., Research Associate, Department 


of Experimental Medicine, University of Southern California School 
of Medicine. Cloth Pp. 113, with illustrations. Price $3.25. The 
Blakiston Company, 1012 Walnut St., Philadelphia, 1951. 


This scholarly treatise of statistical methods is presented 
in the form of a handbook. Its authors have prepared brief 
explanations of several statistical methods which 

understood by those work 


measurement and evaluation of quantities. 


must be 


thoroughly whose involves the 


Although the title is somewhat deceptive—a medical stu- 
dent would rarely need to use this handbook—the text is 
invaluable to students of medicine or research 
workers in the field of physical science. Comprehension of 
integral and differential calculus, and probably differential 
equations, is necessary for complete understanding of the text. 


research 


variation and the normal curve of error, 
sampling distributions and tests of significance, and non-normal 


Discussions of 


distributions are clarified by graphs and tables and many of 
the mathematical 


derivations of statistical expressions and 
Also, at the back of the book, are 
numerous appendices listing three place logarithms, areas and 
ordinates of the normal distribution, and values to be substi- 
tuted in the statistical methods described. 


equations are given, 


This handbook is for use by the limited group of students 
n the basic sciences of medicine who work with the behavior 
i quantities. 


AUTOPSY Diagnosis and Technic. By 
thologist, Michael Reese Hospital; Clinical 
University of Illinois Medical School, Chicago. Ed. 3. 
with illustrations. Price $6.00. Paul B. Hoeber, Inc., 
New York City, 1951 


Otto Saphir, M.D., Pa 
Professor of Pathology, 
Cloth. Pp. 471, 
49 E. 33rd St., 


\utopsy technics and diagnosis have become increasingly 
valuable to physicians. The findings at autopsy usually enable 
the practitioner to know whether his antemortem diagnosis 
was correct or whether he was deceived by symptoms which 
masked an unsuspected pathology. It is also through autopsy 
ind the trained pathologist that the medical student first en- 


ounters anatomy and the pathology of disease. 


It is to these two ends that Saphir has prepared this 


handbook. Directions for the best technic to be used when 
performing an autopsy are complete and clear. By following 
these instructions, the pathologist would be sure to have 
nvestigated all possible causes of death—whether they be 


lisease or trauma. Precautions against searching for precon- 
eived causes of death are emphasized and suggestions for 
studying complete systems are pointed. The chapters are 
levoted to step-by-step considerations of anatomic systems or 
it groups of related organs. The growing validity of histo- 
hemical technic is substantiated and the importance of seeking 
the cause of death not only in physical change but also in 
istochemical, or functional, change is brought out. 
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Line drawings facilitate explanations of technic and well 
organized paragraphs instruct the pathologist in appearance, 
feel, and consistency of the structures under investigation both 
in the normal and pathologic states. 

The excellence of this book suffers only from its physical 
nature. Since the book would receive repeated use, it should 
be strongly bound and should have a durable cover. This, 
however, is not the case. However, in spite of its physical 
shortcomings, Autopsy—Diagnosis and Technic is an excellent 
manual for the inexperienced pathologist and for those who 
find that their technic is unyielding in conclusive diagnosis 


SURGICAL TREATMENT OF THE MOTOR-SKELETAL SYS 
TEM. By Frederic W. Bancroft, A.B., M.D., F.A.C.S., 
Clinical Surgery, New York Medical Colle Director of Surgery 
Emeritus, Beth David Hospital, New York, N. Y Director of Surgery. 
Hasbrouck Heights Hospital, Hasbrouck Heights, N. ].; 
sulting Surgeon, Bronx Veterans Hospital; Consulting 
York Infirmary for Women and Children, Lincoln and Harlem Hos 
pitals, New York, N. Y., North Country Community Hospital, Glen 
Cove., N. Y., Paterson General Hospital, Paterson, N. J., and Stamford 
Hospital, Stamford, Conn., and Henry C. Marble, A.B., M.D., F.A.C.S., 
Consultant, formerly Chief of Fracture Service, Massachusetts General 
Hospital; Consulting Veterans Administration Cushing and 
Bedford Hospitals; Chelsea Memorial Hospital, Chelsea; 
Consulting Surgeon, Faulkner Hospital; Instructor in Surgery, Harvard 
Medical School, courses for graduates. Ed. 2. Cloth Pp. 1303, with 
illustrations. Price $24.00. J. B. Lippincott Company, East Washington 
Sq., Philadelphia, 1951. 
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Semor Con 
Surgeon, New 


Surgeon, 
Surgeon, 


When this two-volume compendium first appeared in 1945 
it filled a need in the surgical literature for a full discussion 
of not only operative procedures but of the fuller aspects of 
the surgical treatment of motor-skeletal disorders—indications 
and contraindications for surgery, prognosis, common surgical 
sequelae, and preoperative and postoperative care. It has be- 
come well known as an authoritative source book. 

Many chapters of the 
and augmented with recently 
new 


edition have been revised 
developed technics. An entire 
section on the physiology of bone repair is included 
Extensive revisions have been made in the chapters on con- 


genital deformities, 


new 


treatment of scoliosis, hemato- 
genous osteomyelitis, anterior poliomyelitis, low-back pain, bone 
and joint tumors, tuberculosis of the bones and joints, and 
fractures of bones of the forearm. New material is presented 
on the care of the paraplegic, knowledge of which has been 
accelerated by studies in Veterans Administration hospitals 

Volume one mechanical conditions and 
problems, including congenital abnormalities, paralytic 
orders, affections of the back, muscles, fasciae, tendons, bursae 
and ganglia, neoplasms, bone and joint diseases, and amputa- 
tions. Volume two concerns injuries 


surgical 


discusses disease 


dis- 


fractures and disloca- 
tions, sprain-fractures, muscle and tendon injuries, and birth 
injuries affecting the motor-skeletal system. 

The section dealing with congenital anomalies has many 
photographs, x-rays, and diagrams to illustrate external and 
anatomic appearances, apparatus for correction, and surgical 
technics where they are used. The chapter on scoliosis con- 
siders the varieties of deformity, indications for, and technics 
of surgical treatment. A comprehensive bibliography, as in all 
the sections, suggests greater detail where it is desired. 

Joseph A. Freiberg’s section on low-back pain will be of 
great interest to many osteopathic physicians. He 
manipulative treatment in some detail, and his comments 
indicate the growing (however gradual) adoption of many 
methods which have long been part of osteopathic manipula- 
tive technics. Much disagreement may be found with some 
of the author’s statements, but the chapter remains a detailed 
and well-illustrated exposition of practices of the 
allopathic school. 

The volume on injuries is fully illustrated; diagrams and 
simplified line drawings for fracture reductions and other 
surgical methods increase the clinical value of the text. 

Lastly the extensive author and subject indexes indicate 
the wide scope of the work and make it easy to use the text 
as a practical guide and as a reference tool. From the 
standpoints of detailed discussion, clarity, and physical make-up, 
this book will be a practical addition to the osteopathic practi- 
tioner’s library. 
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TICK PARALYSIS 


Report of a Case 


A flaccid paralysis resulting from the bite of certain 
wood and dog ticks terminates fatally unless the tick is 
removed. Beulah M. Kittrell, M.D., reports a case of tick 
paralysis in the December 15, 1951, issue of The Journal of 
the American Medical Association. 

A 4-year old girl awoke one morning with incoordination 
of both lower and upper extremities. With assistance she 
staggered across the room. Although unable to feed herself, 
she ate heartily when fed by her mother. 

Four hours later, neurologic signs were the only indication 
of a disturbance found during physical examination. The child 
exhibited a glassy stare and tremor of the hands. Sensation 
was normal, but there was bilateral absence of biceps and tri- 
ceps reflexes in the arms, and absence of knee jerks and 
superficial abdominal reflexes, although the child could raise 
her legs and flex knee and hip joints. Plantar flexion and 
extension were good, but the ataxic response was still present 
when she tried to rise. 

A moderately engorged tick was accidentally felt in the 
left occipital region during preparation to remove the child 
to a hospital for spinal study. It was removed intact. Two 
hours later the child walked across the room, with unsteady 
gait, but without falling. By the following day she had 
regained a normal gait and reflexes. 


The tick was found to be Dermacentor variabiles Say (the 
common dog tick). Next morning it had laid three stacks of 
eggs in the glass jar in which it had been placed. Diagnosis 
of beginning tick paralysis was made on the basis of the 
following criteria: (1) severe ataxia and reflex loss, (2) dis- 
covery and removal of a female tick, followed by (3) complete 
and rapid recovery. 

It is believed that the paralysis is caused by a specific 
neurotoxin produced by some pregnant female ticks. Re- 
sults are transitory and mild if the tick is removed early. 
However, if the toxin spreads until bulbar signs appear, 
respiratory failure results in death. 

The paralysis has been reported in only fourteen states 
and the District of Columbia although there is wide tick 
distribution across the United States. The United States Public 
Health Service Rocky Mountain Laboratory has_ reported, 
since 1903, an average of 2.7 cases per year in the Montana, 
Oregon, Idaho, Washington, Wyoming, and Colorado area, 
caused by the bite of the Rocky Mountain wood tick, Derma- 
centor andersoni Stiles. Up to 1938 the disease was believed 
to be limited to the range of this insect, but in that year a case 
was recognized in South Carolina. Since then, an annual 
average of 1.4 cases have occurred east of the Mississippi, 
largely in the South but also in New York and Pennsylvania. 
Dermacentor variabiles Say has been the tick identified in 
these cases. 

The author suggests that many cases may have been over- 


looked since so few have been reported in the literature. 


VITAMIN K; EMULSIONS IN BISHYDROXYCOU MARIN 
EMERGENCIES 


Results of Intravenous Administration 


A rapid treatment for the Dicumarol-induced hemorrhage 
which sometimes complicates anticoagulant therapy is reported 
by Theodore B. Van Itallie, M.D., and his coworkers in the 
December 22, 1951, Journal of the American Medical Asso- 
ciation. Fourteen months after publication of an account of 
: effective use of a vitamin K, emulsion administered intra- 
venously to reverse Dicumarol-produced hypoprothrombinemia 
in dogs, this report of two cases of its use in humans, and 
one control case where a water-soluble vitamin K preparation 
was used, indicates the value of this new method in the 
management of emergencies associated with Dicumarol use. 


Journal A.O.A. 
March, 1952 


Medical Literature 


Most of the vitamin K preparations produce a slow 
response in prothrombin activity and changes are measured 
in 24-hour intervals. Emulsified vitamin K,, administered 
intravenously, was found to produce considerable improvement 
within 60 to J20 minutes and more gradual return toward 
normal values thereafter. 


A 73-year-old Negro man with 12 per cent prothrombin 
activity after Dicumarol therapy for myocardial infarction 
was given 650 mg. of emulsified vitamin K, (10 mg. per 
kilogram of body weight) and his prothrombin activity rose 
to 30 per cent within 1 hour after administration. With a 
prothrombin activity of 30 per cent during treatment for 
thrombophlebitis of the right leg, a 30-year-old white man 
was given 950 mg. of emulsified vitamin Ki. He responded 
with a prothrombin activity of 42 per cent in 2 hours, 54 
per cent within 4 hours, and 65 per cent within 7. Forty-eight 
hours later prothrombin activity was 90 per cent. 


In contrast to the above cases a 62-year-old woman who 
had received Dicumarol in error for 4 days had a prothrombin 
activity of 12 per cent and a hemorrhagic oozing from the 
wound after removal of a cyst from her breast. Seventy-five 
mg. of a water-soluble vitamin K preparation was intra- 
venously given every 2 hours for 8 hours. Prothrombin 
activity rose to 18 per cent by the next morning, and a day 
later it was 24 per cent. The bleeding was controlled by 
pressure dressings and stopped after 24 hours. 


BACK PRESSURE-ARM LIFT METHOD FOR ADMINISTERING 
ARTIFICIAL RESPIRATION RECOMMENDED 

The back pressure-arm lift method of artificial respira- 
tion as successor to the Shafer prone method has received 
endorsement for general public use from many national 
organizations, including the Council on Physical Medicine and 
Rehabilitation of the American Medical Association, the 
American National Red Cross, the Department of Defense, 
Federal Civil Defense Administration, the Public Health 
Service, the Bureau of Mines, the Boy Scouts and Girl 
Scouts of America, the American Telephone and Telegraph 
Company, and the National Research Council. In the Journal 
of the American Medical Association for December 8, 1951, 
the Council on Physical Medicine and Rehabilitation describes 
the technic involved and some of the evidence which 
led to the endorsement. 


cites 


Although the back pressure-arm lift method is not as 
simple to do and to teach as the well-known prone pressure 
method, it still is an easy one for even a frail person or a 
child to administer, according to studies made by several 
investigators. Essentially the Holger-Nielsen method, this 
technic for artificial respiration has been used and taught in 
Europe for many years. The Red Cross societies of Norway 
and Denmark report there have been no injuries, either in 
teaching or resuscitation by this method. 


In asphyxiation, the most urgent need is getting large 
amounts of oxygen quickly to the alveoli. Cardiac action and 
circulation are best improved or maintained by this oxygen 
supply, Swann has demonstrated. Consequently, a resuscitory 
method is effective in relation to the amount of tidal air it 
induces. The greater the oxygen deprivation, the greater 
the need for a large air exchange. Research indicates that 
the prone pressure method, depending largely on elastic lung 
recoil and respiratory muscle tonicity, provides less and less 
air as asphyxia deepens. Edema and atelectasis develop with 
falling blood pressure in electrocution and drowning, and it 
is essential that good oxygen levels be maintained in, and 
carbon dioxide be removed from, the functioning parts of the 
lung. Further, the prone pressure method fails to develop 
a negative pressure great enough to clear the passages of 
obstructing edema, mucus, vomitus, or drowning fluid, and 
inflow. is correspondingly reduced. 
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With volunteers holding their breath, studies indicate 
that the prone pressure method induces more than enough 
air exchange for the respiratory dead space of nose, pharynx, 
and bronchi (about 150 cc.), providing air for exchange 
in the deeper respiratory tract. However, prone pressure 
studies on four fresh cadavers showed exchanges of 78 cc., 
50 cc., 140 cc., and 0 cc.—much less even than the physiologic 
dead space. The back pressure-arm lift, the hip lift-back 
pressure, and other two-phase methods gave far greater ex- 
change volumes than the prone pressure method in fresh 
cadavers. 








Gordon and associates, in experiments with barbiturate- 
‘urare induced apnea in twenty-six volunteers, obtained aver- 
we exchanges of 485 cc. with prone pressure, ‘1,056 cc. 
vith back pressure-arm lift, 1,140 cc. with hip lift-back pres- 
sure, and 1,069 with the Silvester method. Measuring blood 
yxxygen levels in the curarized subjects after 15 minutes of 
itificial respiration, they found that oxygen level fell markedly 
vith the one-phase prone pressure method, but remained at 
10 per cent saturation with the two-phase technics. Cardiac 
yutput was also lower under prone pressure method than the 
ithers. 

TECHNIC 

The patient is prone, with arms overhead, elbows bent 
ind one hand on the other. His face is turned slightly to 
me side and his cheek rests on the hand. Kneeling on one 
knee at the head of the patient, the operator puts his other 
foot near the elbow. He places the heels of his hands just 
low a line running between the armpits, his thumbs just 
ouching. Rocking forward slowly, his elbows straight, he 
xerts steady pressure on the chest until his arms are approxi- 
nately vertical. He then rocks backward slowly, sliding his 
iands to the patient’s arms just above the elbows. He raises 
he arms until tension and resistance are felt at the patient’s 
shoulders, then drops the arms, thus completing a full cycle. 
The cycle is repeated 12 times per minute; the expansion and 
-ompression phases are of equal duration, and the release 
neriods of minimum length. A committee representing many 
rganizations is now standardizing a technic for administering 
this method. 


SYMPOSIUM ON BACKACHE IN MEDICAL PRACTICE 

Nine articles dealing with different aspects of the backache 
problem constitute the Symposium on Backache in Medical 
Practice of the December 5, 1951, issue of Proceedings of the 
Staff Meetings of the Mayo Clinic. 

Ralph K. Ghormley, M.D., of the section of orthopedic 
surgery, in the first article an etiologic study on 
2000 cases seen at the Clinic, defining backache as any pain 
localized in the thoracic, lumbar, sacral, or coccygeal regions 
of the back. 

The largest number of cases (511) had _ osteoarthritic 
etiologies, and other causes included suspected protruded disk 
(445), static disturbances (160), rheumatoid spondylitis (131), 
tuberculous spondylitis (38), spondylolisthesis and spondyloly- 
sis (57), coccygodynia (55), previous trauma, such as old, 
inadequately treated vertebral fracture, and others. A large 
percentage of the cases were of indeterminate origin. 

In the second article John C. Ivins, M.D., recommends a 
thorough, systematic review and analysis as the most impor- 
int single aid in evaluating backache problems. The history 
should begin with a review of the state of bodily health, since 
hackache is frequently an indication of a generalized disease 
process, 

The author believes that pain is the most significant 
symptom, since pain patterns in backache actually vary little; 
the patient should be allowed and assisted to describe his 
vymptoms in detail. Seven pertinent questions to ask in obtain- 

g the history are suggested: (1) Did pain follow an injury 
r strain? (2) What is the exact location of the pain? 
(3) Is it continuous or recurrent? (4) What accentuates the 
in? (5) What relieves it? (6) Is it getting worse? (7) Is 
lawsuit pending? Ivins believes the last question to be of 


discusses 


reat importance because it often influences a patient's report 
his symptoms. 
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Backaches are here classified as either the static or the 
“episodic” type. The former, of mechanical origin, is brought 
on by physical exertion and is relieved by rest. Episodic pain, 
with sudden, acute onset, frequently indicates a protruded 
intervertebral disk, but may indicate tumor of the cord, 
inflammatory lesions such as occur in tuberculous spondylitis 
or brucellosis, benign bone lesions, such as osteoid osteoma, 
or neoplastic bone conditions. 

H. Herman Young, M.D., discusses congenital causes of 
backache, citing a roentgenologic study of 450 consecutive 
applicants for heavy work where 31 per cent had some type 
of congenital anomaly of the spinal column, but had never 
experienced related pain. Young states that congenital anom- 
alies rarely induce pain until the second or third decade of 
life or until special stress is encountered which the defective 
portion cannot meet successfully. 

Spina bifida occulta of the fifth lumbar vertebra is found 
in about 6 per cent of the population, and in the first and 
second sacral segments in 11 per cent. Spondylolysis and 
spondylolisthesis had a 2.4 per cent incidence in a series of 
4,200 skeletons studied, but whether or not these conditions 
are congenital is still disputed. Sacralization of the fifth 
lumbar vertebra occurred in 0.1 per cent of the 2,000 cases 
discussed by Ghormley. Pain is produced when the vertebra 
is only partially sacralized, it is now believed, and treatment 
of the pain consists in completing the sacralization. 

Another congenital anomaly which produces back pain is 
alteration of the plane of articular facets of the lumbar part 
of the spinal column. Congenital frequently 
found, may either remain stationary or become progressive; 
surgery is not always advised with this anornaly. 

Examination for low-back pain complaints is outlined 
by Joseph M. Janes, M.D., under the headings of inspection, 
palpation, measurement, special tests, neurologic tests, x-rays, 
and laboratory tests. The reader is referred to his pamphlet 


scoliosis, less 


entitled “Low Back Pain and Sciatica,” published by the 
National Research Council of Canada (Ottawa, 1945), of 
which this article is a summary. Janes states that good 


anteroposterior and lateral x-rays are necessary for complete 
examination of the back. He believes that the sedimentation 
rate is the most important of the laboratory tests 

Paul R. Lipscomb, M.D., postural backache, 
saying that the uncertainty of the diagnosis has in the past 
resulted in improper treatment. A protruding abdomen in 
obese persons is a common cause of muscle strain resulting 
in backache. Tall, slender individuals frequently hyperextend 
the lumbar portion of the spinal column and develop pain 
when poor posture produces too great a strain on their back 
muscles. 
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Degenerative changes produced by abnormal stresses and 
strains, as well as normal aging, cause most of the aches 
and pains of mankind, according to Mark B. Coventry, M.D., 
and the spinal column is no exception. The lumbosacral is 
the area most markedly affected by these changes, both in 
the extent and early age at which they appear, and the cervical 
is the second most susceptible region. 

Spinal column degeneration occurs in the bone itself, 
and in the skin, subcutaneous fat, muscles, ligaments, tendons, 
bone, and cartilage. Changes can be seen in the intervertebral 
disk which gradually narrows and develops marginal spurs 
where the spinal segments attach to the vertebral bodies. 

Terminology is a problem in cases of degenerative disease. 
Mayo Clinic’s section of orthopedic surgery avoids the word 
“arthritis” except in cases of rheumatoid arthritis or one due 
to a specific infection. Greater clarification of terms is 
necessary if the patient is to understand his own disease and 
to ease his anxiety about it. Treatment and degenerative 
changes should be discussed, and the fact that the changes 
are inevitable as well as irreversible. 

Infectious lesions of the vertebral column begin in the 
vascular vertebral bodies and plates; they only secondarily 
affect the avascular intervertebral disks, according to William 
H. Bickel, M.D 


The patient with infection has a backache and he is also 


systemically ill, with fever and increased leukocyte count. 
Back motion is limited, with spasm, localized pain, and 
tenderness present. Diagnosis by x-ray is often difficult to 
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make until rather late in the disease, particularly where 
granulomatous lesions, such as tuberculosis, cause bone and 
cartilage destruction only slowly; however, active pyogenic 
infections begin destruction and proliferative healing early. 
Differential diagnosis of the causative organism is sometimes 
difficult; various laboratory tests may be of positive or negative 
value. 

Arthur B. Hunt, M.D., observes in his discussion about 
backache of gynecologic origin that pain, though common in 
many gynecologic disturbances, is seldom the primary com- 
plaint. It often occurs in the presence of uterine prolapse, 
dysmenorrhea, and pregnancy, as well as where pelvic endo- 
metriosis, pelvic inflammatory disease, or advanced carcinoma 
exists. Two types of backache common in pregnancy are 
(1) that caused by lordosis due to the disturbed posture from 
anterior protrusion of the uterus in the last half of preg- 
nancy,. and (2) that among women developing ‘protruded 
intervertebral disks in the second half of gestation. Carcinoma- 
associated backache may be severe and unremitting; it gen- 
erally is unilateral, at least in the beginning. In some cases 
backaches can be attributed to disturbances during difficult 
delivery. 

The use of belts, braces, corsets, and exercises in the 
conservative treatment of backache is discussed by Edward 
D. Henderson, M.D. He states that the primary purpose of 
such devices is support, and that they do not generally 
accomplish any real immobilization of the joints of the spinal 
column. The brace or belt probably only aids in the support 
of overtaxed muscles of the back, or assists the muscles in 
splinting damaged joints, thereby delaying fatigue, pain, and 
spasm in the muscles. Because some of the mobility of the 
back is lost while the patient wears a belt, mobilizing exer- 
cises and muscle-strengthening exercises are helpful adjuncts. 

The section of orthopedic surgery at Mayo’s constructs 
and uses two types of belts and one brace in routine treat- 
ment of low-back and mid-back problems. The “lumbosacral 
belt” is the smallest belt used; the postfusion type extends 
higher on the back, encompassing the lower ribs. The Taylor 
brace gives good support and better immobilization than the 
belts. 


POST-THORACOPLASTY SCOLIOSIS 


The scoliosis, sunken chest, and ugly scar which follow 
thoracoplasty are too frequently regarded as inevitable and 
of relatively small consequence compared with a cure for 
tuberculosis, according to Ralph E. Dwork, M.D., and his 
coworkers, writing in the November, 1951, issue of Archives 
of Physical Medicine. The authors believe that the deformity 
of scoliosis might be minimized by better understanding of 
the problems involved and earlier application of preventive 
measures in the postoperative period. 


Anteroposterior spinal curvature is well known; physio- 
logically induced lateral vertebral asymmetry is less well 
recognized. While it is seldom a great enough deviation to 
be important in evaluating post-thoracoplasty scoliosis, its 
occurrence indicates the value of knowing the spinal condition 
prior to surgery. 

The thoracic factors which contribute to spinal curvature 
are rib, muscle, and intrathoracic imbalance, of which the 
disruption of opposing muscle balance is probably most im- 
portant. Six groups of muscles which originate or insert on 
the ribs are affected by their removal, and spinal bowing is 
an almost immediate effect. Curvature is always toward the 
side of thoracoplasty, and the ribs increase in angulation and 
separate peripherally on the operative side, while angulation 
is reduced on the other. In addition to a lateral shift, the 
vertebral bodies rotate somewhat. 

Certain compensatory skeletal changes result from the 
patient’s attempt to maintain his normal gait and posture. 
The pelvic girdle tilts and a cervical curve develops to com- 
pensate for shoulder elevation. 

Preoperative intrathoracic imbalance from such factors 
aS empyema, prolonged pneumothorax, and fibrosis of old 
disease can either increase or reduce post-thoracoplasty sco- 
liosis, depending on which side the thoracoplasty occurs. 
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Muscle imbalance is the result of the muscle paresis which 
attends lung disease, and scoliosis frequently follows. 

One hundred cases of thoracoplasty were studied by means 
of x-rays, from the preoperative state through subsequent 
postoperative developments, in order to evaluate the factors 
involved in scoliosis. No definite relationship to scoliosis de- 
velopment was found between sex or occupation, although 
it occurred more frequently in tall, thin individuals than in 
other physical types. 

Six of the cases did not develop scoliosis and 3 others 
developed it ‘only negligibly. Ninety-one had demonstrable 
cases. Preoperative asymmetry found in 22 cases was at- 
tributed to previous lung disease in 13, and in 8 cases empyema 
had caused chest contracture with scoliosis. In 9 cases cause 
was not demonstrated—these were termed “physiological.” 

Degree of scoliosis and vertebral involvement were di- 
rectly related to the number of ribs removed. Generally, the 
larger the posterior stumps remaining, the less marked was 
the scoliosis, although this was not uniformly true. 

Type of operation influenced scoliotic development as 
well. The more recent operations had left no stump and, 
often, no transverse processes. Removal of processes has 
not been demonstrated to be more effective in curing tuber- 
culosis than nonremoval. 

In the 100 cases studied, postoperative x-ray follow-ups 
varied from 2 months to 13 years. Development of scoliosis 
was found in almost every case within 1 month of the final 
surgical phase. Films frequently showed how lateral curves 
increased with later operations as rib and muscle disruption 
was increased. The curves apparent at 3 months, however, 
were an indication of ultimate degree of scoliosis. This early 
development of the deformity is an important consideration 
in beginning preventive and corrective measures. 

Compensatory curves develop more slowly than the 
original scoliosis. Secondary cervical curves were seen in 
80 of the 91 cases with scoliosis and lumbar curves in 6; 
more were expected and might have been found had films 
been available for study. 

There was rotation of the spinal bodies in all cases but 
3, with variation in degree from slight to marked. Shoulder 
elevation was unpredictable; although most cases showed ele- 
vation on the thoracoplasty side, there were 5 where that side 
was the lower. Many cases showed no elevation in spite 
of scoliosis. 

Thoracoplasty deformity eventually leads to pulmono- 
cardiac failure; thus it is most important that the deformity 
be overcome or minimized. 

Technics of physical medicine are being more widely 
applied in recent years and most programs include three 
phases: (1) Patient orientation prior to surgery about the 
nature and possible results of the operation, (2) treatment 
between stages of the operation to improve posture and 
mobilize the shoulder girdle, and (3) after final resection a 
gradual rehabilitation program is inaugurated. Mobilizing of 
the skeletal structures is of extreme importance; “resistive 
exercises” are still being evaluated. 

The authors point out that postoperative physical methods, 
while helpful in minimizing the deformity, are not enough to 
prevent scoliosis. 


OBESITY AND ITS RELATION TO HEALTH AND DISEASE 


One of ‘the most insidious threats to health in the United 
States today is obesity. Not only is obesity injurious in 
itself but it often predisposes to heart disease, diabetes, liver 
disease, and many other complicatiorls. In the November 10, 
1951, Journal of the American Medical Association Donald 
B. Armstrong, M.D., and coworkers present a comprehensive 
survey of the problem of obesity and suggest some positive 
remedies 

There are several reasons why cases of obesity are 
becoming increasingly prevalent in medical practice. For one, 
more persons are living to middle and old age when excess 
fat is easy to acquire and hard to lose. Also, current high 
incomes make it possible for many to buy richer foods and 
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drink. On the other hand, the high cost of meat and other 
protein foods has caused many people to turn to starch and 
carbohydrate substitutes. Although it is difficult to determine 
the exact number of overweight individuals in this country, 
it is estimated that at least one-fifth of the population over 
the age of 30, or about 15 million persons, is overweight. 
(The authors define overweight as “any deviation of 10 per 
cent or more above the ideal weight for the person.”) Simple 
overeating is the cause of obesity in approximately 95 per 
cent of cases. Endocrine dysfunction is rarely the cause. 

Numerous studies have been made showing the relation- 
ship between overweight and various chronic diseases. The 
most information is available concerning circulatory disorders. 
Past investigations have shown that blood pressure, both 
systolic and diastolic, increases with increased body weight, 
that sustained hypertension occurs two and one half times 
more frequently in overweight than in normal weight per- 
sons, and that overweight persons are more prone to degen- 
erative cardiovascular-renal disease than are those not over- 
weight. 

Other studies reveal additional findings: Significant devia- 
tions from normal electrocardiogram tracings occur more 
often in overweight persons. Moreover, there is a definite 
relationship between advanced atherosclerosis and obesity. 
Diabetes and gallbladder disease are much more common 
among overweight patients and there is even reason to believe 
that cancer of the endometrium occurs more frequently among 
overweight women. Obesity is considered to be a common 
etiological factor in degenerative arthritis. Hernia and im- 
paired kidney function are also conditions influenced adversely 
by overweight. The danger of mechanical impairment due to 
postural changes resulting from obesity is obvious. That 
endocrine dysfunction may play a part in obesity is suggested 
by the fact that puberty occurs later in obese children than 
in normal children and that overweight women tend to be 
less fertile. Further study is needed to verify this contention, 
however. 


Life insurance statistics offer the greatest source of in- 
formation regarding the effect of obesity on mortality. In 
general it has been found that the greater the degree of 
overweight the higher the mortality. Concerning specific dis- 
eases it has been revealed that overweight affects most ad- 
versely the life expectancy of those suffering from diabetes 
and diseases of the gallbladder, particularly gallstones. Cardio- 
vascular and renal diseases, which constitute a large part 
of the total mortality, also show a steady rise in mortality 
with increasing weight. Diseases peculiar to women are also 
influenced by overweight. One study showed that death from 
puerperal causes was more frequent among overweight women. 
Likewise it was found that death from benign tumors of the 
uterus occurred more often among overweight females. Be- 
cause most of the studies reported in the literature were not 
of recent origin the authors made their own investigation 
which included statistics for the years 1925 through 1950. 
Their purpose was to determine if there have been any 
changes in mortality trends during the past 25 years. By and 
large their findings were similar to earlier investigations: 
mortality increases with overweight. Specific diseases which 
they have found have an above average mortality when asso- 
ciated with obesity are degenerative diseases of the heart, 
arteries, and kidneys; diabetes; cirrhosis of the liver, espe- 
cially among men; gallbladder disease, particularly gallstones, 
among women; and deaths from childbearing. 

There are many other conditions in which obesity pre- 
sents an additional handicap if not an outright danger. Obese 
women have more complications during pregnancy and delivery 
than do normal weight women. Moreover, maternal and child 
fatality is higher among obese mothers. Surgeons often point 
out the difficulty in operating upon extremely overweight per- 
sons particularly for acute appendicitis or cholecystitis, and 
postoperative complications such as embolism and thrombosis 
occur more frequently in overweight individuals. Transient 
hypertension develops into sustained hypertension more rapidly 
in overweight persons and they become victims of cardio- 
vascular disease earlier in life. There is evidence which 
indicates that overweight cancer patients treated by irradiation 








CURRENT MEDICAL LITERATURE 379 


have a shorter survival time than average weight women. 
Obesity also presents technical problems with respect to 
irradiation technics. Nondiabetic glycosuria is more likely 
to develop into diabetes in overweight persons. Finally, indi- 
viduals with a history of asthma or bronchitis or with 
albuminuria or hyperglycemia have a higher mortality if 
they are overweight than if they are underweight. 


Although much has been written about the need for 
weight reduction the authors found little concrete evidence 
indicating the long-range results of weight control either as 
a health measure per se or as part of a prescribed treatment 
for various conditions and diseases, particularly the chronic 
diseases. What little information was available seemed to 
indicate, however, that weight reduction could be correlated 
with clinical improvement. Among chronic disease patients 
it was felt that those who maintained weight reduction fared 
better than those who relapsed. 


Concerning the principles of weight reduction the authors 
stress the attitude of the physician toward the problem. The 
burden of positive weight control must fall upon the patient; 
however, it is up to the physician to make the patient realize 
the need for and importance of an effective, long-range pro- 
gram. Each obese patient requires a special evaluation. 
First of all the physician must ascertain the patient's motiva- 
tion for wanting to lose weight. He must also understand 
the personality, social habits, intelligence, and will power of 
his patient. Examination of the patient should include a 
careful history, necessary physical and laboratory examina- 
tions, and a complete dietary history. Possible endocrine 
and/or emotional factors should be considered in analyzing 
the cause of overweight. 


A well-planned diet is the most important aspect of a 
good weight-control program. The diet should be checked 
regularly and the patient should be instructed as to permis- 
sible substitutes, et cetera. Drugs may be used if necessary 
but the authors do not recommend them routinely as their 
long-range effect is practically nil in most cases. Exercise 
in moderation is beneficial to physical well-being but has 
little effect on actual weight reduction. If overdone exercise 
can be harmful. 


The authors conclude by making a plea for an expanded 
national weight control educational program. The general 
public must be informed of the dangers of overweight, par- 
ticularly in relation to’ the major diseases of middle and later 
life, and they must be directed in a rational approach to 
lasting weight control. 


BETAINE-GLYCOCYAMINE THERAPY 


In the October, 1951, issue of Annals of Western Medicine 
and Surgery there appear four articles pertaining to betaine- 
glycocyamine therapy, with particular reference to its use in 
the treatment of heart disease. 

The introductory article by Henry Borsook, M.D., and 
M. E. Borsook, M.D., describes the biochemical basis of 
betaine-glycocyamine therapy. Their reasoning is as follows: 
Greater amounts of certain substances are necessary to return 
injured cells to normal function than are required to maintain 
healthy cells. Since phosphocreatine is the primary source 
of ready energy in muscle and nerve, it may be possible to 
hasten recovery of injured muscle or nerve by providing 
the damaged part with an excess of creatine. Experimental 
studies made with dogs tend to support this theory. The 
authors also believe that the relationship between changes in 
muscle phosphocreatine, urinary creatinine and creatine, and 
various pathological conditions is significant. Observations 
and findings relating to the study and treatment of progressive 
muscular dystrophy, myasthenia gravis, cardiac failure, 
Graves’ disease, et cetera, also bear out the authors’ conten- 
tions. They are aware, however, that the feeding of large 
doses of creatine is unphysiological. They suggest instead the 
feeding of the immediate precursors of creatine, namely gly- 
cocyamine or guanidoacetic acid. It has been shown that 
glycocyamine, which is synthesized from arginine and glycine 
in the kidney, can be methylated to form creatine not only 
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by the natural methionine found in the liver but also by the 
administration of betaine. 

For periods ranging from 6 to 12 months, over 200 
patients have been given glycocyamine together with betaine. 
Dosage consisted of the daily oral administration of 30 mg. 
per pound of body weight of glycocyamine and four to five 
times that amount of betaine. The amount of creatine thus 
methylated was about three times the normal amount pro- 
duced by the body. Usually the two substances were taken 
simultaneously—the glycocyamine in tablet form and the 
betaine dissolved in water—the total daily dose being divided 
into four or five equal portions. This dosage has proved 
both clinically and experimentally to be nontoxic. An im- 
proved sense of well-being, less fatigue, and an increased 
desire for work were reported by many patients. This per- 
sistent sthenic effect does not appear to be related to specific 
objective improvement, however. 

The second article, also by Borsook and Borsook, de- 
scribes their experience with the use of betaine and glyco- 
cyamine in the treatment of cardiac decompensation. Twenty- 
eight patients were included in this study: eight- of these 
had rheumatic heart disease and the remainder had arterio- 
sclerotic heart disease. Treatment varied between 6 and 10 
months. Following initiation of betaine-glycocyamine treat- 
ment, all other types of therapy were discontinued including 
dietary restrictions. The usual daily dosage of glycocyamine 
was 30 mg. per pound of body weight; the usual dosage of 
betaine was 150 mg. per pound of body weight. The medica- 
tion was administered in four equal doses. 


At the end of the study patients were grouped according 
to clinical results. Group 1, consisting of 14 patients, experi- 
enced no ill effects when glycocyamine and betaine were 
substituted for other types of therapy. The condition of these 
patients improved rapidly and improvement was maintained 
with one exception. The second group, consisting of 6 pa- 
tients, also improved on the new therapy but only after several 
days of discomfort. Improvement, once begun, was rapid and 
lasting. In group 3, consisting of 4 patients, previous thera- 
peutics had to be resumed. Betaine-glycocyamine therapy was 
considered only as a useful adjunct to these other forms of 
cardiac therapy. Failure marked the fourth group consisting 
of 3 patients. Two of these died. 

As in the previous study, the improved sense of well-being 
of the patients was dramatic but not necessarily related to 
improved cardiac function. Weight gain, due not to edema 
but probably to a positive nitrogen balance, was seen in most 
patients. Shortly after beginning betaine-glycocyamine therapy 
blood pressure fell in 18 patients with hypertension; the 
lowered pressure was maintained in 4. Other changes follow- 
ing therapy included: change in heart size (1 case), blood 
sugar changes, and increased excretion of creatinine in all 
patients. Significant changes in blood electrolytes were not 
seen. Approximately one third of the patients (both male 
and female) reported increased libido and potentia. Enlarge- 
ment of the breasts was also remarked by some of the female 
patients which may suggest some kind of endocrine reaction, 
according to the authors. Adverse effects included temporary 
nausea and diarrhea. Increased dextrose tolerance was seen 
in both diabetic and nondiabetic patients and signs and symp- 
toms of arthritis and of asthma were mitigated. The authors 
also pointed out the complete ease and safety of management 
under this type of therapy. 

Vernon Van Zandt, M.D., and Henry Borsook, M.D., in 
the third article discuss the treatment of congestive heart 
failure using betaine-glycocyamine therapy. Although this 
study was made independently of the previous investigations 
the findings were markedly similar. Seven patients with con- 
gestive heart failure (3 men and 4 women) were selected 
from private practice. In the beginning betaine and glyco- 
cyamine were given in addition to routine therapy—low sodium 
intake, digitalis, and mercurial diuretics. The discontinuance 
of routine therapy was dependent upon clinical improvement 
‘under betaine-glycocyamine therapy. 

This study, which lasted between 6 and 10 months, re- 
vealed the following: (1) It may be possible under betaine- 
glycocyamine therapy to discontinue digitalis without decreas- 
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ing the patient’s activities. (Three patients in this study dia 
discontinue digitalis entirely without adverse effects.) (2) 
Weight gain which frequently occurs following betaine- 
glycocyamine therapy apparently is not due to a change in 
water balance because edema usually diminishes while weight 
continues to increase. (3) The universal feeling of well-being 
reported by users of betaine and glycocyamine despite absence 
of cardiovascular improvement indicates that the cause of the 
feeling is not centered in the cardiovascular system. (4) Ap- 
parently betaine-glycocyamine therapy must be continued 
indefinitely if tesults are to be maintained. (One patient 
in this series suffered a relapse to original symptoms within 
2 weeks of discontinuance of therapy.) The authors report 
no toxic reactions. 

In the fourth article Ashton Graybiel, M.D., and Charles 
A. Patterson, M.D., describe their work with 16 patients 
suffering some form of heart disease who were treated with 
betaine and glycocyamine. The period of observation in this 
study ranged from 1 to 8 months. Treatment of each patient 
involved the following: (1) a control period during which 
basic data on the patient’s cardiovascular status were obtained; 
(2) a treatment period during which approximately 30 mg. 
of glycocyamine and 90 mg. of betaine per pound of body 
weight were administered daily; and, in some instances, (3) a 
post-treatment period during which withdrawal symptoms were 
observed and analyzed. Objective indications of improvement 
were based on a decrease in heart size, improvement in 
electrocardiographic findings, the disappearance of signs of 
congestive failure, and an increase in exercise tolerance as 
gauged by the Harvard step test. Patients fell into two 
groups: hospitalized patients and nonhospitalized or outpatients. 

The experience of both groups was very similar. Despite 
continued use over a relatively long period, betaine and 
glycocyamine produced no toxic reactions. A_ feeling of 
well-being was reported by most patients shortly after com- 
mencement of therapy. Objective improvement, however, was 
slight or nonexistent; in some instances the feeling of well- 
being resulted in a patient’s increasing his activity and as a 
result overworking his heart. The authors recommend further 
study of betaine-glycocyamine therapy before drawing definite 
conclusions about the usefulness of this new medication. 


DISLODGING FOREIGN BODIES, INSPIRED OR SWAL- 
"LOWED BY CHILDREN, WITH AMINOPHYLLINE 


Aminophylline is a useful relaxant for the larynx, esopha- 
gus, and bronchus where foreign bodies are swallowed by 
children and lodge in one of these passages. In the Journal 
of the American Medical Association for November 24, 1951, 
I. Newton Kugelmass, M.D., describes six cases of effective 
aminophylline therapy, even where etiology of the coughing, 
choking, dyspnea, vomiting, or aphonia was not known. 

The author discovered its value when he treated a girl 
with aminophylline for an attack of asthma, and a swallowed 
bead was coughed up. In a subsequent case he treated a 
5-year old girl with a solution of 0.25 gram (4 grains) of 
aminophylline and 0.06 gram (1 grain) of ethyl aminobenzoate 
(Anesthesin) by rectal retention, dislodging a pearl button 
from the cervical esophagus. Part of a plastic toy was obtained 
from the larynx of a 14-month old girl exhibiting a croupy 
cough, aphonia, and fever, after treatment with diphtheria 
antitoxin, penicillin, steam inhalation, and emetics proved 
unsuccessful. Aminophylline therapy by rectal retention also 
dislodged the ivory tip of a pencil swallowed 4 months earlier 
from the larynx of a 7-year old girl with no symptoms other 
than dyspnea on exertion, and a glass doll eye from the right 
bronchus of a 4-year old girl. 


In addition to its use in dislodging foreign bodies, 
aminophylline cleared a mechanical difficulty in swallowing 
during dilatation therapy for congenital esophageal stenosis 
in a 4-month old girl. Dosage was 0.2 gram (3 grains) of 
aminophylline and 0.06 grams (1 grain) of ethyl aminoben 
zoate in solution by rectal retention. Pain caused by swallow- 
ing in catarrhal esophagitis accompanying pneumonia in a 
3-year old boy was alleviated by similar treatment and con- 
centration of solution. 
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Conventions and 
Meetings 


Announcements 





American Osteopathic Association, 
Fifty-Sixth Annual Convention, At- 
lantic City, N. J., July 14-18, inclu- 
sive. Program Chairman, William B. 
Strong, Brooklyn. 











Academy of Applied Osteopathy, annual 
meeting, Atlantic City, July 18, 19. 
American College of Osteopathic Pedia- 
tricians, Region I, spring meeting, Ho- 
tel Statler, New York City, April 4. 
Program Chairman, Otto M. Kursch- 

ner, Philadelphia. 

American College of Osteopathic Sur- 
geons, annual meeting, Neil House, 
Columbus, Ohio, October 26-30. 

\merican Osteopathic Academy of Or- 
thopedics, annual meeting, Neil House, 
Columbus, Ohio, October 26-30. Pro- 
gram Chairman, Warren G. Bradford, 
Dayton, Ohio. 

American Osteopathic College of Proc- 
tology: See American Osteopathic So- 
ciety of Proctology. 

American Osteopathic College of Radi- 
ology annual meeting, Neil House, 
Columbus, Ohio, October 26-30. Pro- 
gram Chairman, J. Armande Porias, 
Newark, N. J. 

American Osteopathic Society of Proc- 

with American Osteopathic 
College of Proctology, Atlanta Bilt- 
more Hotel, Atlanta, April 1-3. Pro- 
gram Chairman, George R. Norton, 
Fort Lauderdale, Fila. 

\merican Osteopathic Hospital Associa- 
tion, annual meeting, Neil House, Co- 
lumbus, Ohio, October 26-30. 

American Society of Osteopathic Anes- 
thesiologists, annual meeting, Neil 
House, Columbus, Ohio, October 26-30. 

Arizona, annual meeting, Hotel West- 
ward Ho, Phoenix, May 16-18. Pro- 
gram Chairman, Dwight A. Stiles, 
Phoenix. 


tology, 


‘alifornia, annual meeting, Hotel Del 
Coronado, Coronado Beach, May 5-9. 


Program Chairman, Edward Randel, 
Los Angeles. 

Florida, annual meeting, Hotel Dixie 
Sherman, Panama City, May 15-17. 


Program Chairman, William E. White, 
Bradenton. 

Georgia, annual meeting, General Ogle- 
thorpe Hotel, Savannah, May 2, 3. 
Illinois, annual meeting, Chicago, April 
25-27. Program Chairman, Ransom L. 

Dinges, Orangeville. 

Indiana, annual meeting, Honeywell Me- 
morial Center, Wabash, May 4-6. 
Program Chairman, Fred L. Swope, 
Richmond. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 19, 20. Program Chair- 
man, Donald C. Giehm, Sioux City. 

Kansas, annual meeting, Jayhawk Hotel, 
Topeka, April 26-30. Program Chair- 

man, E. A. Rindt, Fredonia. 
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In Hypochromic Anemia 
OVOFERRIN BetetTT Cee 


Therapeutic effectiveness 
i 


@ Proven effectiveness and established tolerance make 
Ovoferrin a hematinic of choice for old or 
young. Since it is colloidal iron, it is virtually 
free of the side effects so common with ionized 
iron preparations. Ovoferrin is pleasantly 
palatable, and the iron is readily available and 


readily assimilated. 
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H FOR ADULTS AND CHIL- ADULTS: One tablespoonful _ oe H 
: DREN: One teaspoonful 2 3 or 4 times daily in water : 
' or 3 times a day in water or milk. CHILDREN: One ¢ . 
: or milk to 2 teaspoonfuls 4 times ' 
daily in water or milk : 
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Maine, annual meeting, Hotel Samoset, North Dakota, annual meeting, Hotel 
Rockland, June 19-21. Wahpeton, Wahpeton, May. Program 


Michigan, annual meeting, Grand Rapids, 
September 29-October 2. Program 
Chairman, William R. Kerr, Romeo. 
Refresher course, Statler Hotel, Grand 
Rapids, April 18, 19. 

New Jersey, annual meeting, Atlantic 
City, March 15, 16. Program Chair- 
man, Herbert A. Laidman, Glen Rock. 


New York, annual meeting, Hotel Pow- 
ers, Rochester, October 10, 11. Pro- 
gram Chairman, Hewett W. Strever, 
Rochester. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24, 
25. Program Chairman, Elizabeth E. 

Smith, Asheville. 





Chairman, Erwin O. Smith, Wahpeton. 
Northwest Osteopathic Convention, an- 
nual meeting, Chinook Hotel, Yakima, 
Washington, June 23-25. Program 
Chairman, Wilbert B. Saunders, Seattle. 


Oregon: See Northwest 


Convention. 


Osteopathic 


Osteopathic Cranial Association, annual 
meeting, Atlantic City, July 19, 20. 
Pennsylvania, annual meeting, Penn 
Harris Hotel, Harrisburg, September 

26-28. 

South Dakota, annual meeting, Marvin 
Hughitt Hotel, Huron, June 1-3. Pro- 
gram Chairman, C. Steele Betts, 
Huron. 
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. GREATER CONVENIENCE in the 
ADMINISTRATION of A LOCAL ANESTHETIC 





1 The Anestube (metal-capped cartridge 

* container) is inserted directly into the 
tray of the lightweight metal-framed syringe 
and pushed forward until the proximal end 
of the cartridge needle penetrates the thin 
metal cap of the Anestube 





rm Contents are injected into the tissues! 
This simple, convenient method takes 


only a few seconds 





2 The Anestube is locked into the troy 
* by turning the knurled knob (This 
system permits aspiration). Now you are 


ready to inject the precisely-compounded 
safe profound anesthetic solution into 
the tissues 





MONOCAINE | 


in 
METAL CAP 


ANESTUBES 


SOVOCOL CHEMICAL MEG 
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Detailed information on this con- 
venient method of administering a 
local anesthetic and other pharma- 
cevticals available on request. 





Texas, annual meeting, Adolphus Hotel, 
Dallas, May 1-3. Program Chairman, 
A. L. Garrison, Port Arthur. 

Vermont, annual meeting, October 1, 2. 
Program Chairman, Roy M. Sher- 
burne, St. Johnsbury. 


Virginia, annual meeting, The Lodge, 
Williamsburg, May 23, 24 

Washington: See Northwest Osteopathic 
Convention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 8-10. 
Program Chairman, Roland P. Sharp, 
Mullens. 

Wisconsin, annual meeting, Hotel Schroe- 
der, Milwaukee, May 6-8. Program 
Chairman, Ray J. Dennis, Milwaukee. 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 


ARKANSAS 
State Society 
Paul W. Lecky,. El Dorado, Eugene M. 
Sparling, Hot Springs National Park, 
and Chester C. Chapin, Little Rock, 
spoke at the October 25 meeting in 
Little Rock. 
CALIFORNIA 
State Society 
Some of the papers to be presented 
during the convention at the Hotel del 
Coronado May 7-9 are: “Liver Dis- 
eases, Their Diagnosis and Treatment,” 
Maxwell R. Brothers; “Modern Practice 
in Obstetric Analgesia and Anesthesia,” 
H. Brinton Allison; and “Pediatric Man- 
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agement of Newborn and Premature 
Infants,” Fred H. Stone, all of Los 
Angeles. 

Panel discussions on “Medicolegal In- 
surance Program” and “American Osteo- 
pathic Association Program” are also 
planned. 


Hollywood Luncheon Club 

The officers are: President, J. Holt 
Robison; vice president, Virgene Kahler 
Elliott; secretary, Clara L. Treat (re- 
elected) ; and treasurer, Walter V. Good- 
fellow (re-elected), all of Los Angeles 

Pasadena 

Speaker at the November meeting was 
Richard A. Schaub of Pasadena. He 
presented a paper entitled “Preoperative 
and Postoperative Management of Liver 
Problems.” 


West Los Angeles 
A meeting was held on December 11 


IOWA 
First District 

The officers are: President, John W 
Campbell; vice president, Arthur M 
Abramsohn, both of Davenport; and 
secretary-treasurer, H. A. Crawford, 
Dyersville. 
Orville ©. 
Kenneth 
trustees. 


Schmitz, Manchester, and 
B. Riggle, Davenport, are 


Fourth District 
The officers are: President, William 
F. Moore, Grafton; vice president, Wil- 
moth J. Mack, Hubbard; and secretary- 
treasurer, John M. Woods, Jr., Titonka. 
Robert K. Richardson, Algoma, will 
serve as trustee. 


KANSAS 
Mid-Kansas 
The January 9 meeting was held in 
Hutchinson. Alfred C. Syler of that 
city presented a case history of Scheuer- 
mann’s disease. 
The next meeting was to be held in 
Lyons on February 13. 


LOUISIANA 
State Society 

The officers were reported in the Janu- 
ary JOURNAL, 

Committee chairmen are: Membership, 
vocational guidance, and public health 
and education, Melbert R. Higgins, La- 
fayette; legislative funds and convention 
program and arrangements, W. Luther 
Stewart, Alexandria; ethics and censor- 
ship and statistics, A. E. Stanton, Crow- 
ley; editor, James R. Kidwell; public 
relations, public and professional welfare, 
and professional education and develop- 
ment, Mack A. Truluck, both of Baton 
Rouge; and Osteopathic Progress Fund, 
Ruffin H. Walton, New Orleans. 


MASSACHUSETTS 
State Society 
The officers are: President, John A. 
Robertson, Arlington; vice president, 
William H. Niedner, Taunton; secretary, 
Robert R. Brown (re-elected), Belmont ; 
and treasurer, Amalia Sper! (re-elected), 
Haverhill. Mrs. Gladys M. Stockdale, 


er 
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PLEASE 





Newtonville, will continue to serve as 
executive secretary. 

The trustees are: R. Willard Hunt, 
Lexington, George E. Cox, Boston, and 
Richard O. Gifford, Worcester. 

Connecticut Valley 

The program for the February 19 
meeting in Northampton was to include 
1 talk, “Dynamics and Application to 
the Lumbar Spine,” by Paul M. Brose, 
Holyoke. 

Worcester County 

The officers are: President, Richard 
). Gifford (re-elected); vice president, 
\mos P. Clarkson (re-elected), both of 
\Vorcester; and secretary-treasurer, Ja- 
ob Spungin (re-elected), Auburn. 

Samuel B. Jones and Dr. Gifford, both 
f Worcester, are trustees. 

Committee chairmen are: Membership, 
\lbert A. Cooke, Worcester; ethics, 
ir. Clarkson; convention program and 
rrangements, Dr. Gifford; 
Dr. Jones; vocational 


legislation, 
guidance, Dr. 
Spungin; public health, Irving F. Butler ; 
ndustrial and institutional service, Lau- 
rence W. Osborn, both of Worcester; 
ind public relations, Charles W. Sauter, 
(;ardner. 


MICHIGAN 

Southeastern 
\ meeting was held in Saline on 
lanuary 6. 

Southwestern 

The officers are: President, A. A. 
Hinks, Three Oaks; vice president, Leo 
F. Latus, Hartford; and secretary-treas- 
irer, C. P. Burns, St. Joseph. 


MINNESOTA 
Minneapolis 
Brian F. Doherty, Minneapolis, was to 
speak on psychiatry in office practice at 
e January 2 meeting. 
MISSOURI 
Central Ozark 
\ meeting was held on January 10 in 
St. James. Mr. Lional Riley, Sullivan, 
spoke on the “Natural [ 
Our State.” 


Resources of 


The next meeting was to be held on 


February 7 in Newburg. 

Jackson 
The officers and trustee were listed 
the June and December JourNALS 
Committee chairmen are: Membership, 
Sydney J. Johnson; ethics, Carroll S. 
\nderson; hospitals, Alfred E. Linville; 
linics, William M. Fowler; statistics, 
Charles F. Lambert; convention pro- 
ram, Joseph M. Yasso; legislation, 
Frank E. Day; vocational guidance, Her- 
ert D. Ramsay; industrial and institu- 
mal service, Thomas T. McGrath; and 
ublic relations, John G. Henery, all 

| Kansas City. 

Northeast 
Speech Defects in Children and the 
iffects Upon Personalities” was the 
itle of the talk given by Fleda M. 
irigham, Kirksville, at the January 10 

eeting in Edina. 
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hyperemia and hyperthermia deep in the tissue area. 
This thorough action is invaluable in arthritis, myositis, 
muscle sprains, bursitis and arthralgia. Using thermo- 
needles, Lange and Weiner’ have measured hyperki- 
nemic activity at a depth of 2.5 cm. 

Baume Bengué also promotes systemic salicylate 


action. It provides the high concentration of 19.7% 


As a true “hyperkinemic’,’ Baume Bengué stimulates 





methyl salicylate (as well as 14.4°¢ menthol) in a 


specially prepared lanolin base to foster percutaneous 


absorption. 


1. Lange, K., and Weiner, D.: J 


Invest. Dermat. /2:263 (May) 1949. 


BY Bengue 


ee 





het. Leeming E Cenc 155 ¥. 44th St., New York 17, N.Y. 


St. Louis 
Speaker at the January 15 meeting 
was to be Wallace M. Pearson, Kirks- 
ville. His subject was “Structural Survey 
of School Children.” 


NEBRASKA 
State Society Auxiliary 
The officers are: President, Mrs. Earl 
A. Purtzer, Scottsbluff; vice president, 
Mrs. E. Bernard Drost, North Platte; 
and secretary-treasurer, Mrs. Harold A. 
Rosenau, Geneva. 


NEW MEXICO 
State Society Auxiliary 
The officers are: President, Mrs. 
Charles Catron, Gallup; president elect, 
Mrs. J. M. Peterson; vice president, 


Mrs. P. E. Walley, both of Albuquerque; 
and secretary-treasurer, Mrs. John Fjord, 
Grants 
NEW YORK 
State Society 
In addition to the committee chairmen 
reported in the February JourRNAL, Mer- 
rat C. 
chairman of the annual convention com- 
mittee. 


Vaughan, Rochester, is general 


New York City 

“Workmen's Compensation Problems 
and How They Affect Individual Prac- 
tice” was the subject discussed at the 
January 16 meeting. 

OHIO 
First District (Toledo) 

Verne C. Lechner, Toledo, has been 

elected president of the academy. 
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Lindsay; vocational guidance, Ivan E. 
Penquite, Sapulpa; statistics, T. G. Bil- 
lington, Seminole; publicity and 1952 
convention, D. B. Heffelfinger; advisory 
committee, selective service, and certifica- 
tion and allocation, P. A. Harris; public 
relations, G. R. Thomas; historian, 
Frank A. Englehart, all of Oklahoma 
City; Osteopathic Progress Fund, Percy 

‘ Roy Riemer, Pawnee; veterans affairs 
and outstanding and distinguished service, 
lL. Ralph Bell, Meeker; civil defense, 
M. J. Schwartz, Muskogee; hospitals 
and clinics, Charles E. Mitchell, Still- 
water; screening committee, R. G. Gill- 






son, Poteau; 1952 convention program, 


a fc r ¢ ry Melvin A. Kiesel, Hinton; and insurance, 


Joe W. Hanson, Cleveland. 


from the State Society Auxiliary 


The officers are: President, Mrs. M 

e \. Kiesel, Hinton; president elect, Mrs 
Carl R. Samuels, Pryor; first vice presi 

dent, Mrs. P. A. Harris, Oklahoma City ; 

second vice president, Mrs. Earl E. Stock, 

Pawhuska; corresponding secretary, Mrs 


P. L. Bauer, Hinton; and secretary- 
MS- ? treasurer, Mrs. \W. H. Roberts, Edmond 
Hospital Association 
k The officers are: President, William 
E. Pool, Lindsay; vice president, How- 
ard Kenaga, Hugo; and secretary-treas- 
urer, Wayne H. Roberts, Edmond. 





Smooth faradic and galvanic currents — 


—to restore muscle function —— 

—to maintain muscle tone ard volume Two films presented by the Armou 
Laboratories were shown at the Janu 

— for iontophoresis and electrolysis ary 8 meeting in Oklahoma City. 


\ meeting was scheduled for Febru- 
ary 12, 


THE BURDICK MS-2 OFFERS M"Suate Society 


The program planned for the refresher 


—to repair injured tissue 


simple control course March 1, 2, included: “The Na- 
ture of Rheumatic Fever” and “The 
fine current gradation Treatment of Rheumatic Fever,” by 


George B. Stineman, Harrisburg; “The 
Radiologic Diagnosis of Rheumatoid 
Arthritis,” John McA. Ulrich, Steelton; 
“The Management of Gout and the Gout 
Diathesis” and “The Control of Hyper- 


THE BURDICK CORPORATION cholesteremia in Certain Diseases,” Lewis 
MILTON, WISCONSIN M. Yunginger, Lancaster; “Arthritis in 


Children,” James M. Hotham; “The 
STS RR a RRS: Recognition of Gout and Hyperuricemia,” 
K. T. Steigelman; “The Use of Nerve 
Block in Sciatic and Intercostal Neural- 
gia and Neuritis,” Charles H. Brimfield, 
all of York; “The Differential Diagnosis 
Committee chairmen are: Public health — ate affairs, John C. Eschliman, both of — of Rheumatoid Arthritis” and “Manipu- 


wide selection of intensity a 





absolute minimum of discomfort —— 


eet, 





and welfare, Russell F. Beck; insurance, Youngstown; physicians location, Myron — Jative Therapy in the Arthritides,” John 
Randall O. Buck; ethics, Ralph D. Ladd; = W. Riegel, Salem; membership, Richard — J, McHenry; “The Treatment of Hyper- 
physicians location, Jack M. Wright; H. Borman, North Jackson; and student trophic Osteoarthritis” and “Gold Ther- 
legislation and legal matters, L.S. Jablon- — entertainment, E. Thomas Harnish, New- apy in Rheumatoid Arthritis,” Jacob 
ski; membership, Raymond L. Wright; ton Falls. B. Rapp; “Compatibilities and Incom- 
postgraduate and education, Donald W. OKLAHOMA patibilities in the Use of Multiple Anti- 
Billings; vocational guidance, Charles State Society hiotic Therapy” and “Gastrointestinal 
F. Koepke; hospital standards, Charles The officers and trustees were reported \llergy—Recognition and Treatment,” 
L. Ballinger; historian, W. L. Billings; jin the February JOURNAL Harold L. Bruner; “Recognition and 
and liaison with auxiliary, Paul E. Black, The committee chairmen are: Budget, Management of Cardiac Neurosis” and 
all of Toledo Wayne H. Roberts, Edmond; profes- “Obsessive Compulsive Neurosis,” George 

Ninth District (Warren) sional education, J. Dal Baker; public H. Guest; “Management of Diabetes” 


The committee chairmen are: Public health and education, A. G. Reed; ethics and “The Use and Abuse of Estrogens 
health and welfare, Robert P. Southard; and grievance, J. Mancil Fish; State and Androgens in Treatment of the 
insurance, Robert E. Sowers; vocational Review Board, Frank B. Wolfe, all of | Menopause,” Earl F. Riceman; “The 
guidance, Harvey C. Seiple, all of War- Tulsa; membership, Ray H. Thompson, Treatment of Paroxysmal Auricular 
ren; ethics, Arthur E. Smith; postgradu- Vinita; hospitals, William E. Pool, Tachycardia,” Victor R. Fisher; “The 
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Early Diagnosis and Treatment of Tox- 
emia of Pregnancy,” Albert J. Fornace, 
ill of Philadelphia; and “Considerations 
in the Early Diagnosis of Cancer” and 
‘The Use of Steroid Hormones in Ar- 
thritis.” Charles M. Worrell, Palmyra. 
Also planned was a panel discussion 
moderated by 
\W orrell, 
Daiber, 


m cardiac emergencies 
Dr. Riceman and including Dr 
ir. Fisher, and William F. 
*hiladelphia 
First District 

The officers are: Chairman, Harry E. 
sinder; vice chairman, Hubert A. Wag- 
er; and secretary-treasurer, Harold O. 
vman, all of Philadelphia. 

The committee chairmen are: Council 
presentative, Robert D. Anderson; 
tate association legislative, Dewaine L. 
edney; and necrology and resolutions, 
yr. Lyman, all of Philadelphia 

Fifth District 
The officers are: Chairman, William 
Lodge, Hershey ; vice chairman, Don- 
1 G. Fullman, York; and 
asurer, John Mel. Birch, 
TENNESSEE 
West Tennessee 

President, Walter 
president elect, L 


secretary - 


Hanover 


The otheers are 
Baker, Memphis; 
Elliston, 

mes E. Towne, Jackson; and secretary- 

DeVilbiss (re-elected), 


Covington; vice president, 


> 


easurer, B. C 


rentor 
TEXAS 
District Three 
\ meeting was held in Lindale on 
vember 18. William R. Ross, M.D., 


ler, illustrated his talk on the civilian 


efense program with films. Dr. Sher- 
an F. Sparks, Rockwell, spoke on 
fects, defenses against, and care of vic- 


s of an atom bomb attack 


District Ten 
Lubbock on 
Lubbock, 


lacerations 


\ meeting was held in 

vember 10. J. A. Finer, 

esented a paper on facial 

1 their repair 
UTAH 

State Society 
\ meeting was to be held on February 
in Salt Lake City 


WEST VIRGINIA 
Ohio Valley 
kdward ID. Hersh, Weirton, presented 
paper on the Importance of ear, eye, 
se and throat care in children at the 
| Steubenville, 


December 20 meeting in 


WISCONSIN 
Fox River Valley 


1). Thompson, 
. A. Farnum, Sheboygan, 
ray studies at the January 


Neenah 


Green Bay, and 
discussed 


10 meeting 


Madison 
Was 


held 


\ meeting scheduled to he 

lanuary 17 in Madison 
Milwaukee 

\ meeting was planned for January 3 

Milwaukee 


CANADA 
Manitoba 


Che officers are: President, Edwin 


Bricker; vice president, Richard M 
rnelius ; 


secretary, L. B. Mason; and 





The New Ritter Specialists Table 


NEW EASE 
OF OPERATION... 


NEW COMFORT 
FOR THE PATIENT 


NOTHER outstanding table in the 
new Ritter line of Multi-Purpose 
tables, the Ritter Specialists Table, 
Model B, Type 8, is designed pri- 
marily for the doctor whose practice 
requires a general examination and 
treatment table, but specializes in 
either gynecology or urology. Like 
all Ritter Tables, a minimum of effort 
is required for adjustment. Table tilt 
is controlled by hand-operated fric- 
tion lock (foot tilt optional). The 
Specialists Table is easily adjusted to 
any required position from full hori- 
zontal to chair. Patients are brought 
up to convenient examining level 
quietly, rapidly, smoothly by a motor- 
driven, hydraulically elevated base. 
The Specialists Table has a low posi- 
tion of 262” and high position of 
44Y,". Table tilts 45° head low. Ex- 
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clusive Ritter designed automatic 
locks on head, back, seat and front 
sections assure ease of positioning 
and full security. Rotates 180° on 
sturdy base which prevents accidental 
tilting. Stirrups are completely con- 
cealed when not in use. Patients 
enjoy the comfort of resilient sponge 
rubber cushions with vinyl coated 
nylon fabric covers. 

The Ritter Specialists Table is 
equipped with adjustable headrest, 
perineal cut-out, stainless steel irri- 
gation pan and retractable stirrups. 
Optional equipment at slight addi- 
tional cost includes explosion-proof 
motor, arm board support, side rails, 
knee crutch set, strap hanger crutch 
set and hand wheel operated gear tilt 
mechanism. Available also in foot 
pump base. 


VISIT YOUR RITTER DEALER FOR A DEMONSTRATION NOW 







Fok adv 





treasurer, G 


Glenn Murphy. All of the 


officers re-elected and are fron 


Winnipeg 


were 


Quebec 
The President, \ Kk 
Wilkinson; vice president, Bruce E. Mar- 
shall; and secretary-treasurer, F. G 


Marshall. All of the 


otheers are: 


officers were re 
Montreal 
Montreal, will 

committee 


elected and are 
Allan <A 


head the 


trom 
Eggleston, 
legislative 

Saskatchewan 
The officers are: President, Anna E 
Northup-Little, Moose Jaw; and 
tary-treasurer, Doris M 


secre- 
Tanner, Regina 
Both were re-elected 


anctd 
ook 10 


pguirment 


Ritter 


COMPANY INCORPORATES 
RITTER PARK, ROCHESTER 3, WY. 





by 


SPECIAL AND SPECIALTY 
GROUPS 
ACADEMY OF APPLIED OSTEOPATHY 
Colorado 
The officers are: President, A. Hollis 
Wolf; vice president, O. D. Fry, bot 
of Colorado Springs; and secretary 
Harold | 


Missouri 


treasurer, Magoun, Denver 


The officers are President, H. G 
Swanson, Kansas City; vice president, 
J. G. Bennett, Buffalo; and secretary 


Esther Smoot, Kansas City 


New York 


treasurer, 


The program of the eighth clinical 
conference held on January 19 in New 
York City included: “Altered Cervical 


and Thoracic Vertebral Mechanics in 
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A SINGLE APPLICATION 


SCABIES AND 





USUALLY SUFFICES IN 


PEDICULOSIS 


The dependable efficacy of Kwell Lotion as a 


scabicide and pediculicide makes possible, in most 


patients, complete eradication of either scabies or 


pediculosis by means of a single application. Kwell 


Lotion is non-irritant and does not lead to second- 


ary infection. 





ary dermatitis or skin irritation, even when applied 


to the skin of children or in the presence of second- 


Kwell Lotion contains one per cent gamma 
benzene hexachloride incorporated in a water- 

miscible, greaseless and stainless lotion vehicle. 
Pleasantly scented, it offers the utmost in con- 


venience and patient acceptability. 


Available in 2 ounce and 1 pint bottles on pre- 


scription at all pharmacies. 





CSC Fharmacaiicals 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42°° STREET. NEW YORK 17.6. 


KWELL OINTMENT 
Kwell Ointment offers the therapeutic virtues 
of Kwell Lotion in a pleasantly scented vanish- 
ing cream base. It is useful especially in the 


treatment of scabies in younger children where 


prolonged skin contact must be maintained. 


Supplied in 2 ounce and 1 Ib. jars. 


Psychiatric Disorders,” Floyd E. Dunn, 
Kansas City, Mo.; “Fascial Planes As- 
sociated with Deafness, Tinnitus Aurium, 
Meniere’s Disease, Asthma, and Simu- 
lated Heart Disease,” C. Paul Snyder, 
Philadelphia; “A Moving X-Ray of 
Vertebral Mechanics Both Normal and 
Abnormal with Reflex Syndromes There- 
from That May Affect the Heart,” 
J. Marshall Hoag, New York City; 
“Tic Douloureux—Anatomical Perver- 
sions Having Etiological Significance 
and Treatment Used for Correction,” 
Harris Maxfield, Glen Ridge, N. J.; 
“Types of Migraine,” Joseph E. Hughes, 
Pearl River; “Etiological Factors of 
Migraine,” Ferdinand C. Gettler, Rich- 
mond Hill; “Migraine—Physiopathology 
and Manipulative Treatment,” C. Gor- 


ham Beckwith, Hudson. 

There were also two group technic 
demonstrations performed by the speak- 
ers. 

Puget Sound 

Plans for the refresher course in June 
include George W. Northup, Livingston, 
N. J., and Harold V. Hoover, Tacoma, 
Wash., as speakers. 


AMERICAN OSTEOPATHIC SOCIETY 
OF HERNIOLOGiSTS 
The officers are: President, John A. 
3randon, Lorain, Ohio; vice president, 
H. A. Fisher, Dearborn, Mich.; and 
secretary-treasurer, LeRoy W. Lovelidge, 
Jr. (re-elected), Strasburg, Pa. 
M. F. Bashline, Titusville, Pa., is the 
program chairman. 
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CHILD'S HEALTH CONFERENCE 

The program planned for the confer- 
ence in Kansas City, Mo., on April 7-9 is 
to include the following: “Rheumatic 

Fever,’ Myron D. Jones; “Diagnosis and 

Management of Dermatological Problems 

in the Child,” Anthony E. Scardino; 

“Thyroid Disease in Children,” Clayton 

H. Morgan; “Colic in the Infant,” Rob- 


ert R. Tonkens; “Pediatric Otology,” 
John W. Geiger, all of Kansas City, 
Mo.; “Physiology of the Newborn,” 


“Acute Diarrheas and Dysenteries,” and 
“Use and Abuse of Antibiotics,” Leo 
C. Wagner; “Diagnosis of the Epileptic” 
and “Contagious Diseases,” F. Munro 
Purse, both of Philadelphia; “Pediatric 
Anesthesia,” J. Maurice Howlett; “Can- 
cer in Children” and “Malignant Tumors 
in Early Life,’ Otterbein’ Dressler; 
“Diagnosis and Surgical Treatment of 
Cardiac Anomalies” and “Diagnosis and 


Surgical Treatment of Intestinal Ob- 
struction in Children,” A. C. Johnson, 
all of Detroit; “Common Orthopedic 


Conditions in Children,” John P. Wood, 
3irmingham, Mich.; “Etiological Con- 
siderations for the Prevention of Cranial 
Birth Injuries,” Lester Eisenberg, Upper 
Darby, Pa.; and an address by Floyd 
F. Peckham, Chicago. 

There will also be three clinical pres- 
entations moderated by Drs. 
Tonkens, and Wagner. 


Purse, 


ILLINOIS OSTEOPATHIC SOCIETY 
OF RADIOLOGY 


Charles J. Karibo, Detroit, will ad- 
dress the meeting in Chicago on Febru- 
ary 10. 

MICHIGAN SOCIETY OF 
ANESTHESIOLOGISTS 

The officers are: President, Mahlon 
L. Ponitz (re-elected), Detroit; vice 
president, Carl E. Schefold (re-elected), 
Highland Park; and secretary-treasurer, 
Frank S. Thomas (re-elected), Flint. 

Members of the board of trustees are: 
Yolanda M. Anderson, J. Maurice How- 
lett, and Dr. Ponitz, all of Detroit, and 
J. Calvin Geddes, Mt. Clemens. 

TEXAS OSTEOPATHIC 
RADIOLOGICAL SOCIETY 

Malcolm E. Snell, Dallas, and Charles 
L. Curry, Fort Worth, were to speak 
at the meeting in Fort Worth on Febru- 
ary 10. 


State and National Boards 


ALBERTA 
Examinations in April. Address G. B. 
Taylor, Acting Registrar, Office of the 
Registrar, University of Alberta, Edmon- 
ton, Alberta. 


COLORADO 
Basic science examinations May 7, 8, 
Lecture Room, second floor, Y.M.C.A. 


Building, 16th and Lincoln Sts., Denver. 
Applications must be completed by April 
23. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 
Ogden St., Denver 3. 
DISTRICT OF COLUMBIA 

Professional examinations May 12, 13, 

at George Washington University Medi- 
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cal School. Basic science examinations 
April 21, 22. Applications for each must 
be completed by April 1. Address Daniel 
L. Seckinger, M.D., secretary, Health 
Department, Commission on Licensure, 
East Municipal Building, Washington, 
a, & 
FLORIDA 

Basic science examinations June 7. 
\pplications must be filed by May 26. 
\ddress M. W. Emmel, D.V.M., secre- 
ary-treasurer, Board of Examiners in 
he Basic Sciences, P. O. Box 340, 
rainesville. 


HAWAII 
Examinations in April. Address Mabel 
\. Runyan, D.O., secretary, Board of 
steopathic Examiners, 2323 C. Kala- 
ua Avenue, Honolulu 30. 


ILLINOIS 
Examinations April 1-3. Applications 
ust be filed 10 days in advance. Address 
Mr. Charles F. Kervin, Superintendent 
f Registration, Illinois Department of 
tegistration and Education, Medical Di- 
ision, State House, Springfield. 
INDIANA 
Examinations June 18-20. Address 
Miss Ruth V. Kirk, executive secretary, 
State Board of Medical Registration and 
Examination, 627 K. of P. Building, 
ndianapolis. 


IOWA 
Basic science examinations April 8 
in Des Moines. Address Ben H. Peter- 
son, Ph.D., secretary, Board of Basic 
Science Examiners, Coe College, Cedar 
Rapids. 


KANSAS 
Examinations in June. Applications 
ust be filed 30 days in advance. Ad- 
lress Forrest H. Kendall, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, 420% Pennsylvania, 
Holton. 


MARYLAND 
Examinations in June. Applications 
ust be filed in advance. Address Walter 
H. Waugaman, D.O., secretary, State 
Board of Osteopathic Examiners, 33 S. 
Centre St., Cumberland. 


MICHIGAN 

Basic science examinations May 9, 
0, in Ann Arbor and Detroit. Applica- 
ions must be filed by May 1. Address 
Mrs. Anne Baker, secretary-treasurer, 
State Board of Examiners in the Basic 
Sciences, 423 W. Michigan Avenue, 
Lansing. 


MINNESOTA 
Professional examinations March 11. 
\ddress George F. Miller, D.O., secre- 
iry, State Board of Osteopathic Ex- 
miners, 601 Dayton Ave., St. Paul 2. 
Basic science examinations in June 
Millard Hall, University of Minne- 
sota, Minneapolis. Applications must be 
iled by May 10. Address Raymond 
Bieter, M.D., secretary, Board of Exam- 
iners in the Basic Sciences, 105 Millard 


When your patient complains he’s 


.. tired 
..fundown 
..has no appetite 


... and there is no organic or 
pathologic reason for his complaint 


... nutritional deficiencies 
may be suspect 


The struggle for survival, in our present- 
day, highly mechanized and overly com- 
petitive world, places atremendous drain 
on the nervous system and requires rich 
red blood of high oxygen carrying ca- 
pacity to meet its demands. When the 
nutritional status of persons in such an 
environment (and it is not limited to city 
dwellers) ebbs justalittle . . . fatigue 
takes its toll. HEMAFUSION (DPS 
Formula 111) provides essential mem- 
bers of the B-Complex (Vitamin B,, 
Vitamin B,., and Niacin) with Iron as 
a nutritional supplement in a base of 
specially prepared stomach and duod- 
enal substances. It is often most effec- 
tive in these cases. Have a supply of 
HEMAFUSION on hand for your pa- 
tients... ORDER DPS Formula 111 
TODAY. 


specify dartell 


hemafusion 
dps formula 111 


AVAILABLE IN BOTTLES OF: 
90 tablets . List Price $ 4.00 
500 tablets . List Price $21.00 


DARTELL LABORATORIES 
3226 South Flower Street, Los Angeles 15, Calif. 


Hall, University of Minnesota, Minne- 
apolis 14. 


NEBRASKA 
Basic science examinations in May. 
Applications must be filed in advance. 
Address Mr. Husted K. Watson, direc- 
tor, Bureau of Examining Boards, Room 
1009, State Capitol Building, Lincoln 9. 


NEW YORK 
Examinations in June. Applications 
must be filed 30 days in advance. Ad- 
dress Stiles D. Ezell, M.D., secretary, 
Bureau of Professional Education, 23 
S. Pearl St., Albany 7. 


OREGON 
Examinations April 18, 19, 609 Failing 
Building, Portland. The Board will at 
that time interview all applicants for 
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licensure who apply by reciprocity or 
endorsement. Address Mr. Howard I. 
Bobbit, executive secretary, Board of 
Medical Examiners, 609 Failing Building, 
Portland 4. 


RHODE ISLAND 
Basic science examinations May 14, 
Room 366, State Office Building, Provi- 
dence. Applications must be completed 
by May 1. Address Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Building Provi- 
dence. 
SOUTH DAKOTA 
Jasic science examinations in June. 
Applications must be filed in advance. 
Address Gregg M. Evans, Ph.D., 310 
East 15th Street, Yankton. 
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BARD-PARKER 


containing HEXACHLOROPHENE (G-11*) 
is free from phenol (Carbolic Acid) or mercury compounds, and is 
highly effective in its rapid destruction of commonly encountered vege- 


tative bacteria (except tubercle bacilli), as shown in chart. 


Did you know that BARD-PARKER CHLOROPHENYTL is... 

®@ Non-corrosive to metallic instruments and keen cutting 
edges. 

@ Free from unpleasant or irritating odor. 

@ Non-injurious to skin or tissue. 

@ Non-toxic, non-staining, and stable. 


© Potently effective even in the presence of soap. 


*Trademark of Sindar Corp. 





his 


PRICE 
Per Gallon $5.00 
Per Quart $1.75 






<= 


PARKER, WHITE & HEYL, INC. 
Danbury, Connecticut 


Ask your dealer 








TENNESSEE 
Examinations are held on the second 


Wednesday in February and the last 
Wednesday in July at Nashville. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland Ave., 
Jackson 
TEXAS 
Professional examinations June 19-21, 
Texas Hotel, Fort Worth. Applications 
must be completed by June 5. Address 
M. H. Crabb, M.D., secretary-treasurer, 
State Board of Medical Examiners, 
‘Medical Arts Building, Fort Worth. 
UTAH 
Alice E. Houghton, Salt Lake City, 
has heen reappointed to the Osteopathic 


Examining Board. She will serve until 
1954 
WEST VIRGINIA 

Examinations July 2, 8 A.M., at the 
Shenandoah Hotel, Martinsburg. Appli- 
cations must be in the hands of the 
Secretary 10 days before and for reci- 
procity 30 days before the meeting of 
the Board, July 1-3. Address W. S. 
Irvin, D.O., secretary, Board of Oste- 
opathy, Middlebourne. 

WISCONSIN 

Basic science examinations April 5 at 
the Assembly Chamber, State Capitol, 
Madison. Applications must be com- 
pleted by March 29. 
William H. Barber, secretary, Board 
of Examiners in the Basic Sciences, 
Watson and Scott Streets, Ripon 


Address Professor 
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REREGISTRATION OF OSTEOPATHIC 
LICENSES 


March 31—Georgia, no registration fee, 
professional fee, $15.00. Address Robert 
K. Glass, D.O., secretary, Board of 
Osteopathic Examiners, 834-5 Forsyth 
Bldg., Atlanta. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D.,_ secretary, 
3oard of Medical Examiners, State 


Capitol, Cheyenne. 


April 15—Montana, $2.00 if legal resi 
dent of Montana; $1.00 if not a legal 
resident. Address Asa Willard, D.O., 
secretary, Board of Osteopathic Examin- 
ers, Wilma Building, Missoula 

May 1—lowa, $1.00. Address Mr 
Dwight S. James, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 

May 1—Washington, $2.00. Address 
Mr. Robert L. Smith, director, Stat 
Department of Licenses, Olympia 
Hawaii, $5.00 for resi 
Address 


Mabel A. Runyan, 1D).O., secretary-treas 


During June 
dents; $2.00 for nonresidents 
urer, Board of Osteopathic Examiners, 
2323 C. Kalakaua Ave., Honolulu 30 


Before June 30—Delaware, $10.00. Ad 
dress Joseph McDaniel, M.D., secretary, 
State Board of Medical Examiners, 229 
S. State St., Dover. 


June 30—Virginia, $1.00. Address Kk 
1). Graves, M.D., secretary, State Board 
ot Medical 
Ss. W, 


Examiners, 631 First St.. 
Roanok¢ 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved Application blanks 
may be obtained from the secretary or 
the dean of the coliege, and the com 
pleted application blank, together with a 
passport photograph and check for the 
part to be taken, must he in the secre- 
tary’s office by the November 1 or April 
1 preceding examination 


ce | leges. 


Examinations in Part I consist of 
anatomy, including histology and embry 
ology ; physiology; physiological chemis- 
try; general pathology ; and immunology, 
including parasitology and immunology 


Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology ; 
neurology and psychiatry ; 


pediatrics ; 
public ‘health, 
including hygiene ; medical jurisprudence ; 
osteopathic principles, therapeutics, in 
cluding pharmacology and materia medica 


Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
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in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics and pharmacology; surgery; 
yphthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
linical diagnosis ; public health and com- 
nunicable diseases. 


Eligibility requirements are as follows 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
isteopathy; Part II, satisfactory com- 
letion of Part I and of the first two 
juarters or trimesters of the senior year 
n an approved osteopathic college; Part 
\II, satisfactory completion of Part I] 
nd of an internship of 1 year approved 
vy the American Osteopathic Association. 


Allen, D.O., 
Delaware Street, In- 
Indiana 


Address Paul van _ B. 
ecretary, 1500 N 


lianapolis 2, 


INDUSTRIAL HEALTH—A TOTAL 
PUBLIC HEALTH RESPONSIBILITY 
By Herbert kK. Abrams, M.D.4+ 


Occupational health is a phase of what 
ve are coming to recognize as the dis- 
ipline of social medicine—the science of 
ealth as it is related to the world about 
is. Occupational health is not merely 
he prevention of industrial accidents, 
mportant as this is. It is not merely the 
study of ventilation in the factory. It 
s a composite of all of the things that 
fect the health of working men and 
vorking women by virtue of the condi- 
tions of life that go with their particular 
ccupations 


improve 
industrial 
ealth demands the collaboration of all 


Thus broadly defined, the 
ent and maintenance of 


mimunity agencies concerned: the labor 
lepartment, the health departmeni, other 
social agencies, private industry and 
Within the health depart- 
nt, everybody has a job to do. Lei 


rade unions 


take inventory of a few items tha 


ery modern health department she 


e concerned with. 
GENERAIT 

(1) Does the health department main 
tain an industrial intelligence system 
which shows the number, types, sizes ot 
ndustrial plants in the community—th 
number and kind of in-plant health serv- 
ices—the number and types of industrial 
number and 
types of full and part-time health per- 
sonnel ? 


edical care  plans—the 


(2) What are the causes of sickness 
ihsenteeism in the plants of the com- 
unity? Can the health department 
ssist local industries through preventive 
services to cut absenteeism? What does 
¢ department do to stimulate develop- 
ent of plant medical services so urg- 


Reprinted from Occupational Health, Feb 
ary, 1952, 
*Dr. Abrams is Chief, Bureau of Adult 
Health, California State Department of Pub 
Health, 2002 Acton Street, Berkeley, Calif 
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e lodex and Iodex ¢ Methyl Sal have built an enviable reputation by 


providing a bland. soothing and non-irritating form of iodine 


medication. 


e Iodex (plain) for Minor Burns, Wounds and Abrasions, Enlarged 


Glands and many Skin Disorders. 


e lodex ¢ Methyl Sal for Strains, Sprains, Muscle and Rheumatic 


Pains. Relieves itching in Skin Diseases. 


Semples and Literature upon request. 


MENLEY & JAMES, LTD., 70 West 40th Street, New York 18, N. Y. 


ently needed, particularly in small and 


medium-sized plants ? 
In California a valuable source oi 
data on industrial illness is available in 
the statistics of the Disability Insurance 
Plan. Are these data received and used 
in planning the public health program? 
There are also useful data available in 
some of the better plant medical pro 
grams and in the occupational disease 
data of the Bureau of Adult Healt! 
We know that the incidence of mam 
diseases varies with occupation Kor 
example, tuberculosis is higher among 
special groups of workers in the dusty 
trades, where pneumoconiosis occurs as 
a companion disease, such as in mining, 
foundries, and pottery making. Do we 
plan our chest X-ray studies systemati- 
cally on the basis of such an analysis 


or do we occasionally Ge an occupa 
tional group since it ofrers a convement 
adzeregatton of peopl ? 

What about 


Here is the most efficient and economical 


he multiphasic approac! 


case-finding approach marvelously adapt 
ed to industrial groups. The idea started 
in San Jose, but the most active pro- 
eTrams are under wav in othe parts ol 
the country. In Georgia, the state and 
local health departments are carrying out 
such surveys in every county of the 
state 

There are several acute communicable 
diseases of particular significance to oc- 
cupational groups. For example, Q-lever 


and brucellosis occur predominantly 
among those in contact with livestock 
packing 


Leptospirosis, anthrax, epidemic kerato- 


house workers and farmers 
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Prescribe Desitin Hemorrhoidal Sup- 
positories in hemorrhoids (non-surgical), 
pruritus ani, uncomplicated cryptitis, papil- 
litis, and proctitis. 


Composition: crude 
Norwegian cod liver oil, 
lanolin, zine oxide, bis- 
muth subgallate, balsam 
peru, cocoa butter base. 
No narcotic or anes- 
thetic drugs to mask 
rectal disease. Boxes of 
12 foil-wrapped sup- 
positories. - 





conjunctivitis, and other diseases single 
out occupational groups. In many of 
these the health department can use its 
facilities in case-finding and prevention. 

Public health epidemiology is now 
shifting its focus to the long-term dis- 
eases such as cancer and cardiovascular 
renal diseases. Industrial exposures are 
a rich field awaiting exploration to eluci- 
date the causes of cancer. Heart disease 
and employment is a subject of great 
importance. What is the effect of work 
on the heart? What is the effect of 
work on heart disease and vice versa? 
‘How can we get industry to employ 
cardiacs and other physically handi- 
capped? These are all problems the 
health department should take a hand 
in solving. 


that makes the great difference in 
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the influence 


of Cod liver oil | 


DESITIN 


hemorrhoidal . 
SUPPOSITORIES  ; 


the hemorrhoidal 
patient may sit, move 
and walk in greater comfort 
as Desitin Hemorrhoidal Suppositories with 
Cod Liver Oil act promptly to... 

e relieve pain and itching 

e@ minimize bleeding 

@ reduce congestion 

@ guard against trauma 


@ promote healing by virtue of their con- 
tents of high grade crude Norwegian cod liver oil, rich 
in vitamins A and D and unsaturated fatty acids (in 
proper ratio for maximum efficacy). 


Sond for samples 


DESITIN CHEMICAL COMPANY @ 


70 Ship Street + Providence 2, R. 1. 


VOCATIONAL REHABILITATION 


Is the health department 


gram ? 


to it. 
ACCIDENTS 
Like the weather, everybody talks 
about accidents, but too little is done. 
There are 140,000 reported disabling 
occupational injuries each year in Cali- 
fornia, of which 700 are fatal. Are the 


health departments aware of the work 
of the industrial safety program of the 
Is there liaison 
between the health and safety people for 
information? Do you re- 


state labor department ? 


exchange of 


aware of 
this program and is it helping the pro- 
Do the nurses refer patients to 
it? In some areas the health officer (not 
in California) acts as medical consultant 
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reports of the State 
Division of Labor Statistics? The in- 
dustrial inspector can report 
health problems to the health department 
and the latter can help the safety people 
with information to channel to industry 
on everything from ventilation to nu- 
trition. 


ceive the accident 


safety 


What are you doing about the epi- 
demiology of accidents? Did you know 
that the peak of industrial accident inci- 
dence occurs between the hours of 10 
and 11 am. and 3 and 4 p.m.? What 
about nutrition, fatigue, and speed-up? 

What are the facts and 
“accident proneness”? Here is a worthy 
field for the mental health program, the 
nutritionist, and the health educator. 


fallacies of 


RURAL HEALTH 
Mechanization and modern chemicals 
have brought factory conditions to the 
farm but under far less satisfactory cir- 
cumstances for coping with them. The 
occupational death rate for farmers ex- 
ceeds that of factory workers. Farmers 
lose 9 percent of their gross income from 
accidents. In California in 1949, a total 
of 14,202 farm hands had disabling acci- 
dents, and almost 60 were killed. There 
were 300 officially reported cases of oc- 
cupational poisoning from agricultural 
chemicals. 
Health on the farm in general is not 


what many used to think it was. A 
recent study showed the prevalence of 
disabling illness among agricultural 


workers to be greater than among non- 
agricultural workers. 

The interested health officer can find 
much to do in this field. For example, 
in the recent past, a new series of in- 
secticides, known as organic phosphates, 
caused numerous poisonings and several 


deaths. Private practitioners were sud- 
denly presented with a clinical entity 
about which they knew nothing. The 


health officer was in a strategic position 
to supply data on diagnosis and treat- 
ment, which were available but not yet 
generally known. 
SANITATION 

Decent sanitary facilities in industry 
can result in prevention of communi- 
cable prevention of occupa- 
tional dermatitis, better morale, and 
increased production. In many places 
where people are employed, sanitary con- 
ditions are shockingly inadequate; in 
some, completely absent. Here is a 
pioneer and rewarding job awaiting the 
sanitarian, the sanitary engineer and the 
health officer. In many, if not most 
cases, local health department sanitarians 
do not routinely inspect industries. Are 
they less important than schools or res- 
taurants? 


diseases, 


The sanitarian should not neglect the 
farms, where some of our worst sanita- 
tion problems exist. 

There is still another way in which 
the sanitation people can function profita- 
bly. By making routine inspections of 
places of work they will often encounter 
problems needing the attention of the 
industrial hygiene service, the Division 
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f Industrial Safety, or medical con- 
sultation. Here is an opportunity for 
real teamwork. 

MATERNAL AND CHILD HEALTH 
About 30 percent of the labor force 
in the United States is female. Women 
workers have special problems of preg- 
ancy, dysmenorrhea, and the problems 
irising from the stress of work added 
» domestic responsibilities. The maternal 
nd child health program might with 
rofit look into those industries in which 
here are large numbers of women work- 
rs. In one city, the health department 
olds well-child conferences in the prem- 
union hall. In some areas, 
farming regions, the health 
examine the health 


ses of a 
articularly 
ficer might well 
ispects of child labor. 
PUBLIC HEALTH NURSING 

Is there between the public 
ealth nurses and the local industrial 
wurses for the exchange of information 
ind promotion of the public health pro- 
‘ram in industry? The industrial nurse 
s functionally in large measure a public 
ealth nurse. Through her close contact 
with the workers, she can be a valuable 
illy to the health department in reaching 
he industrial population. Since workers 
spend one-third of their lives in the 
actory, the industrial nurse’s position is 
ot unlike that of the school nurse. 
Conversely, the public health nurse 
an help the plant nurse as a_ family 
ind community contact in the many in- 
lustrial problems, 
IIness, and emotional situations in which 
ome or community factors play a part. 


liaison 


such as absenteeism, 


However, few generalized public health 
nurses have exploited to the full the 
iossibilities of a cooperative working 
relationship with the industrial nurses 
in their community. 


HEALTH DEPARTMENTS AND THE 
HOUSING PROBLEM 


By Ralph J. Johnson, M.S.¥ 


Despite advancing standards of living, 
16,000,000 American families live in hous- 
ing that has basic health deficiencies. 
This is the hard core of the housing 
problem for health officials; it is a 
problem that they can help to reduce. 
problem is pervasive; 
every individual, group, and organization 
has a stake in attacking it. Unless posi- 
tive action is taken, this problem can 
nly increase. The housing situation is 
not static. Heavy outlays of housing 
goods and services are necessary merely 
to provide for the population increase, 
or normal maintenance, and to offset 
ibsolescence. Far heavier outlays are 
lecessary to improve the relative supply 


The housing 


decent housing. These are the re- 
ntless dynamics of housing progress. 
Reprinted from Public Health Reports, 


f 
wary, 1952 

‘Mr Johnson is a member of the Joint 
ommittee on Housing and Health of the 
merican Public Health Association and the 
itional Association of Housing Officials, and 
is been active in the American Standards 
\ssociation and other groups. He is senior 
nitary engineer with the Public Health 
Service’s Division of Engineering Resources. 
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a 


The ever-present possibility of boric acid poisoning by 


transcutaneous absorption, when the skin is broken, indi- 


cates the physician's and nurse's need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing mo boric 
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® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK 


The attack on conditions 


through new 


housing 
construction, redevelop- 
ment, and public housing has been de- 
scribed extensively. But the opportunities 
for improving substandard housing by 
enforcement of health regulations has 
been given far too little attention. 

The health department has a_ unique 
and personal relationship with the fam- 
ilies who occupy substandard housing 
The public health nurse and sanitarian 
are frequent visitors to the slum home 
and the blighted area. Morbidity and 
mortality along with 
complaints, are almost always higher in 
these than the average for the 
community. It follows that public health 
problems are greater and 


rates, nuisance 
areas 


expenditures 


for services higher in these areas 
The housing problem is not hopeless 

even the root-evil of poverty is not en- 
tirely insurmountable. An attitude of 
despair and neglect is the precise pre- 
scription for decay and rot 
the forerunner of the blight 
that turns decent housing and its en- 
vironment into slums. It is undeniable 
that there is a reciprocal effect between 
physical conditions of blight and family 
morale. Tenant and 


ar 
which is 


creeping 


owner neglect of 
dwellings and community neglect of en- 
vironment and 


services interact upon 
and contribute to each other. Some- 
where in every slum is to be found a 
combination of these factors 


This reeressive trend can be reversed 








Many changes and improvements can be 
made within existing knowledge and 
ability. The problem becomes in part, 
then, a matter of attitude. Health ofh- 
cials are in a strategic position to stimu- 
late a new attitude of confidence in our 
capacity as a Nation for positive im- 
provement. 

It has been demonstrated in several 
cities that when health departments en- 
force minimum standards of healthful 
housing, community interest is awakened 
‘and incentive for further improvements 
is provided. In true American fashion, 
neighbors begin to help each other and 
themselves; they paint the porches, re- 
pair the walls, clean the yards, mend 


PLEASE MENTION 


preferred... 


topical 
analgesic-decongestive 
treatment 


MOTIZINE 


—in inflammatory conditions, 
glandular swellings, contusions, 
sprains, strains, furunculoses, 
abscesses. 
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Chicago 10, Illinois 
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or remove fences, and plant flowers. 
Departments of city government repair 
streets, provide better garbage collection, 
remove dead tree limbs, and improve 
services. An act of magic has not been 
performed, but self-respect has been re- 
stored in a deteriorated environment. 
The trend has been reversed; positive 
forces—which, like negative forces, in- 
teract and augment each other—have 
been put to work. When these forces 
become dominant, fundamental mastery 
of the problem has begun. 

However, no single neighborhood, nor 
single office of government, branch of 
industry, or organization of citizens can 
alone master the total problem. A single 
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organization can no more 


agency or 
expect to solve the whole housing prob- 
lem than can a single agency or organi- 


with 
x wiety 


deal effectively 
problem of 


zation 
any other 


expect to 
major 


THE HOUSING PROBLEM 

Housing problems are as complex as 
the world we live in—the resultant of a 
multitude of interrelated and interpedend- 
ent forces. They are functions of such 
fundamental factors as natural resources, 
land, population, income, labor, industry, 
government, war, and peace. For at 
least a century in this country, we have 
had the housing problems of high land 
density, intermixture of land use, in- 
adequate planning, overcrowding, and 
poverty (7,2). Housing, in other words, 
cuts social, political, 
nomic boundaries. 

The entire housing prob'em 
related to transportation, community ex- 
pansion, interest rates—in short, a whole 
complex of factors other than the dwell- 
ing and its immediate environment. We 
are concerned here mainly with sub- 
standard housing and its relation to pub- 
lic health. We may measure an important 
dimension of this problem by studying 
the numbers and types of substandard 
housing as revealed by the 1950 
sus (3). 

Notwithstanding the greatest building 
boom in our history, approximately one- 
third of the Nation's 46,000,000 dwellings 
have basic health deficiencies. Approxi- 
mately 6,600,00 dwelling units—1 out 
of every 7 in the country—are 
crowded. About 1 out of 11 dwellings is 
so dilapidated that it provides inadequate 
shelter or protection against the elements 
or actually endangers the safety of 
the occupants. Approximately 13,800,000 
dwellings—almost 1 out of 3—lack hot 
and cold running water inside the struc- 
ture. More than 6,900,000 have no piped 
running water. Only half of these are 
in rural farm areas. 

Approximately 12,900,000 dwellings 
lack decent toilet facilities. Surprising 
as it may seem, only about one-third of 
these deficiencies are in rural farm areas. 
Almost | out of 3 dwellings do not have 
hath facilities or the occupants must 
share these facilities with some other 
family. More than 1 out of 4 dwellings 
do not have a bathtub or shower and 
more than 60 percent of these are found 
in urban and rural nonfarm areas. 


across and eco- 


also is 


cen- 


over- 


The division between substandard and 
acceptable housing is shadowy and cov- 
ers a range of units. However, using 
“condition and plumbing facilities” as an 
indicator, it can be estimated from the 
1950 census of housing that approxi- 
mately 16,000,000 dwelling units have 
one or more basic health deficiencies. 
Detailed surveys by local health depart- 
ments in representative communities 
across the Nation underline these na- 
tional figures. 

If we consider the needs revealed by 
these figures along with the modern 
concept of health as a condition, not 
only where disease is absent, but where 
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there exists the desire and ability for 
productive effort in concert with family 
and community, then the health depart- 
ment’s opportunities and responsibilities 
emerge in their true perspective. 

As new housing production declines 
(4), the health department’s role in re- 
lieving the housing problem becomes the 
more urgent. The supply of good housing 
can be increased by rehabilitating exist- 
ing substandard housing which has a 
sound frame and foundation. 

METHODS OF ATTACKING THE 
HOUSING PROBLEM 
With some simplification, the attack 
on the housing problem in terms of 
dwelling units may be divided into three 
general forms of action: 

Prevention of accelerated rates of de- 
terioration of dwellings and their en- 
vironment, thereby forestalling the for- 
mation of new blighted and slum areas; 

Rehabilitation of existing substandard 
housing, if salvage is economically feasi- 
ble, and the demolition—which is part 
of rehabilitation in its broader sense— 
of substandard dwellings that are beyond 
repair ; 

Production of enough new housing to 
provide for the population increase, for 
families now overcrowded, for replace- 
ment of demolished and decayed struc- 
tures, and for the normal vacancy 
cushion. 

In short, prevention, rehabilitation, and 
production are all necessary to improve 
housing conditions. In these areas, special 
responsibilities have been assumed by 
private enterprise and Federal, State, and 
local governments. In prevention and re- 
habilitation especially there is an under- 
lving essential—an informed citizenry. 

PRIVATE ENTERPRISE 

The role of private enterprise in at- 
tacking the housing problem has been 
well defined over the years. Industry 
produces the materials used in the con- 
struction of all housing, including im- 
provements and ancillary utilities and 
facilities. The private builder and con- 
tractor almost all new housing, 
including that small segment which is 
built for public ownership. Private en- 
terprise most new and existing 
housing. Private capital, with some 
assistance from government, provides the 
financing essential for almost all new 
construction and for most substantial 
improvements to existing housing. That 
private capital and industry can and 
do handle such a large part of the task 
is characteristic of this Nation. 


erect 


sells 


FEDERAL AND STATE GOVERNMENT 

Federal and State governments pro- 
vide assistance and services that indi- 
viduals and organizations cannot provide 
for themselves. Federal legislation pro- 
vides assistance with the insurance of 
mortgages, with the insurance of deposits 
in home loan banks, with mortgage 
money market financing, slum clearance 
and urban redevolpment, low-rent public 
housing, research, loans and grants for 
farm housing, rent control, and with 
the collection of national statistics on 
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HIGHLY EFFECTIVE 
ESPIRATORY INFECTIONS 


In the local treatment of many upper respiratory infections the com- 
bined use of decongestant medication and bacitracin has proved of 
therapeutic as well as symptomatic efficacy.!.2 Nasal ventilation is 
promptly improved, and—as many pathogens present in the nasal pas- 
sages and sinuses are bacitracin-sensitive—the period of infection is 


reduced.* 


Since bacitracin is virtually nonallergenic, adverse local reactions 


need not be feared. 


Bacitracin-Nasal-C.S.C., when reconstituted for use, 


resents 250 


units of bacitracin per cc. and 0.25% di-desoxyephedrine hydrochloride in 
a rose-scented, approximately isotonic aqueous solution. Since it is non- 
irritant, well tolerated, and pleasantly scented, it is acceptable to children 


as well as adults. It is indicated in acute and sub- 
acute sinusitis and in coryza when sinus involve- 
ment develops. Prophylactically, in early coryza it 
aids in the avoidance of secondary invasion. 
Bacitracin-Nasal-C.S.C. is supplied in the dry 
state in 15 cc. bottles with accompanying dropper, 
and is to be reconstituted by the pharmacist just 


before being dispensed. 
REFERENCES 


1. Prigal, S.J.: Bacteriologic and Epidemiologic Approach to the 
Treatment of Respiratory Infections with Aerosols of Specific 
-Y. Acad. Med. 26:282 (Apr.) 1951. 

2. Stovin, J.S.: The Use of Bacitracin in the Treatment of Sinusi- 
tis and Related Upper Respiratory Infections, New York Physi- 


Antibiotics, Bull. 


cian 32:14 (July) 1949. 


3. Prigal, S.J., and Furman, N.L.: The Use of Bacitracin, a New 
Antibiotic in Aerosol Form; Preliminary Observations, Ann. 


Allergy 7:662 (Sept.-Oct.) 1949. 


CSC F, 





A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET » NEW YORK 17 


housing, labor, and building materials. 
Furthermore, the Congress of the United 
States has established a national housing 
policy stating that “the health .. . of the 
people, requires . . . as soon as feasible 
a decent home and a suitable living en- 


vironment for every American fam- 
sx ee 

State governments provide assistance 
primarily with public housing, slum 


clearance and urban redevolpment, re- 
gional planning, and basic legislation and 
police powers authorizing certain regula- 
tions. 
LOCAL GOVERNMENT 
It is of prime importance that the 
programs of all agencies of local govern- 


ment having anything to contribute 
toward better housing—and it is a sur- 
prising number—be coordinated and be 
undertaken in a spirit of cooperative 
action. Cooperation of the local health 
department is especially important be- 
cause the police power of the 
State to regulate must be reasonably 
related to welfare, morals, safety, or 
health if the regulation is to be held 
valid. Consideration of the housing 
problems of the other agencies of local 
government will materially assist the 
health official to carry out the health 
department program with the maximum 
effectiveness; the opposite, of course, is 
equally true. 


basic 
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foods consumed. 


acid. 


the stomach. 


a deficiency of pepsin. 


tions associated with 


pellagra. 





In Nutrition There Are Many 
Factors To Be Considered 


—and one of the most important is the digestion of the 
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Pepsin is the proteolytic enzyme secreted by the stomach. How- 
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Disease, pernicious anemia (true achlorhydria), tetany and 
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Building Department 


The primary function of the building 
department is to administer the building 
code which regulates the construction of 
new dwellings and major structural 
changes or additions to existing dwell- 
ings.. The building department issues 
licenses in the form of building permits 
authorization new construction. It 
enforces compliance with the electrical 
code, with structural requirements, and 
usually with the plumbing code for new 
dwellings. The provisions of the build- 
ing code regulate such items as light, 
heat, ventilation, and plumbing facilities 


also 


4A full and detailed discussion of building 


regulations has been presented by McGoldrick 
(6). 


and associates 





for new structures. These are obviously 
related to health department interest. 
Significantly, moreover, the building code 
fixes the dwelling problem which the 
health department will inherit in a decade 
or two, or three, as deterioration takes 
place and health problems arise. 


Planning Department 

The planning department is concerned 
with the physical facilities of the com- 
munity and the location of these facilities 
for the benefit of the people. Housing 
in its broadest sense is an important 
part of these physical facilities. The 
quality of the dwelling and its environ- 
ment as a healthier place to live is 
affected by the size and location of 
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streets, by the location of parks, play- 
grounds and schools, by the location 
of water and sewer lines and other 
utilities, and by the type and location of 
community facilities. The control that 
planning and zoning officials can exert 
over the development of new subdivi- 
sions, coupled with health department 
participation, can curtail, if not eliminate, 
urban fringe sanitary problems. 


The Zoning Board 


The zoning board is usually adminis- 
tratively related to the planning depart- 
ment. It administers the zoning code 
which fundamentally regulates the height 
of buildings, the density of land cover- 
age, and the use of land in the interest 
of the general welfare and health of the 
community and for the protection of 
land values. The zoning board has the 
authority to prevent intermixture of land 
use, to prevent subdivision of large 
dwellings into multiple units where 
kitchen and bath facilities are frequently 
shared, to regulate lot size and percent 
of land coverage, and to regulate the 
height and separation of buildings and 
dwellings. Obviously, the health official 
has direct interests in these activities. 


The Fire Department 


In the context of this discussion the 
inspection service of the fire department 
is concerned with the design, construc- 
tion, and maintenance of multifamily 
dwellings, rooming hotels, and 
public buildings in the interest of pro- 
tecting the occupants and the community 
against injury or death by conflagration 
or explosion. The dimly lighted public 
hall, the deteriorated stairway, the anxiety 
of occupants with a single means of 
egress, and the accumulation of rubbish 
or trash are as much the concern of the 
health official as of the fire official. Thus, 
health and fire departments have a num- 
ber of related interests with respect to 
the housing problem. 


houses, 


Welfare Department 


The welfare department provides fi- 
nancial assistance for families with 
insufficient means. At least one-fifth to 
one-third of these family funds are used 
for rental payments for housing. AI- 
though welfare departments consistently 
try to help families obtain the best hous- 
ing possible, it is well known that wel- 
fare funds, for the most part, are only 
sufficient to obtain substandard housing. 
This situation requires administrative co- 


operation between health and welfare 
officials in the local government and 
subsequent citizen support. 

The rental payments of welfare de- 


partments are a tremendous resource 
that may be used in attacking the_pov- 
erty aspects of the housing problem. 


According to the U. S. Municipal News 
(7), 4 per cent of the population of 25 
leading cities in 1948 were on relief and 
received an average monthly payment of 
$34 a person. If we apply these average 
figures to the population in urban areas 
and consider that one-fourth to one-third 
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of these funds are used for rental pay- 
ments, it may be conservatively estimated 
that some $25,000,000 to $30,000,000 per 
month of welfare funds are being spent 
for rental payments. Since much of this 
sum pays the rent for substandard hous- 
ing, this in effect subsidizes such housing. 

Although the rents for substandard 
housing are low in terms of dollars, they 
frequently are high in terms of the space 
and facilities provided. These compara- 
tively high rates of rent on slum prop- 
erties are too well known to merit 
elaboration. However, experience in sev- 
eral communities has demonstrated that 
improvements can be made in many 
dwellings without substantially increasing 
the rent and still allow a reasonable 
return on the investment to the owner. 
Of course, this is not the case for all 
improvements. 

Although welfare departments make 
in effort to establish certain standards 
for housing to be occupied by relief 
clients, minimum health standards of 
housing, in the last analysis, must be 
hased on the health aspects of the police 
power of the States. The primary re- 
sponsibility for the development, appli- 
cation, and enforcements of the health 
aspects of the police power is generally 
vested in health officers. If then the 
health official establishes minimum hous- 
ing standards, and the welfare depart- 
ment adopts the policy of making rental 
payments only for those dwellings which 
meet these minimum standards, it will 
be possible to bring to bear the leverage 
of these tremendous payments to obtain 
improved housing conditions. 


Housing Authority 

The local housing authority is estab- 
lished as a corporate body of the com- 
munity through State enabling legisla- 
tion. This legislation primarily authorizes 
the housing authority to issue municipal- 
type bonds to provide the capital for 
building public housing units and to 
accept Federal payments to equalize the 
deficit between costs and income. 


These dwellings are constructed for 
low-income families who cannet obtain 
or provide decent, safe, and sanitary 


housing for themselves at an economic 
rent in the community. A number of 
health problems arise in the location, con- 
struction, and management of public 
housing projects. Many important public 
health problems related to public housing 
levelopments, such as site selection, re- 
use of cleared land, and occupancy and 
management, can be averted by sanitary 
engineering advice (8). Since the hous- 
ing authority and health officials are 
concerned to a considerable degree with 
similar areas in the community, they 
have a number of mutual problems. (9). 


Slum Clearance and Urban 
Redevelopment Agency 
The slum clearance and urban re- 
development program was initiated as a 
result of the Housing Act of 1949, which 
authorized funds for loans and grants 
to local agencies primarily for the pur- 
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pose of assembling and clearing slum 
land for re-use. Ordinarily the cleared 
land will be re-used for housing pur- 
However, its use must be in 
conformance with the requirements es- 
tablished by the master plan of the 
community. Many health problems arise 
in determining the best re-use of land 
in slum Furthermore, the law 
requires that persons displaced from the 
cleared areas must be rehoused in de- 
cent, safe, and sanitary dwellings under 


poses. 


areas. 


reasonably equivalent conditions. The 
health official can make a real contri- 
bution to the determination of such 


dwellings and choice of areas for re- 
development (10). 


Health Department 

The principal housing responsibility of 
the health department is the administra- 
tion of the housing code regulating the 
facilities, maintenance, and occupancy of 
existing dwellings. Although the mini- 
mum standards contained in the code are 
applicable to all dwellings, obviously they 
are primarily applicable to substandard 
housing. 

The first step in this task is to diag- 
nose the problem. To do this the health 
department must obtain the facts. The 
Committee on the Hygiene of Housing 
of the American Public Health Associa- 
tion has devised an objective method for 
measuring the quality of housing and its 
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Good dietary practice admits of an 
optimum protein intake of about 100 
grams per day with a minimum of not 
less than | gram per kilo of body weight. 
At least half of the protein should be of 
first class biologic value, the remainder 
furnished in a readily assimilable form 
the 14 or more synthesizable amino 
acids necessary for nitrogen balance. 


Excess Protein Assured 


Since large amounts of whole pro- 
tein are necessary to assure a margin of 
safety for varied metabolic needs, an ex- 
cess of protein intake is assured through 
the use of Knox Gelatine Drink daily. 
One envelope of Knox Gelatine readily 
prepared with fruit juice, water or milk, 
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protein. 
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For Optimal Health 


Since protein is not stored in the 
body, the daily catabolic needs and any 
extraordinary requirements must be 
taken care of daily, in order to assure 
optimal health. 


Glycine and Proline Important 


Knox Gelatine is a valuable pro- 
tein supplement, easy to digest and ad- 
minister as well as being non-allergenic. 
Knox Gelatine contains important gly- 
cine and proline necessary for hemoglo- 
bin formation. It has a high specific dy- 
mamic action, spares essential amino 
acids and furnishes amino acids for the 
continuous dynamic exchange of nitro- 
gen in the tissues.'"’ 


1 Schoenheimer, R., Ratner, S.. and Rittenberg, 
Chem., 127:333, 1939 and 130:704, 1939 


D., J. Biol. 
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environment in a community (17). Many 
local health departments across the Na- 
tion have already used this method to 
study the housing problem. 


Through an agreement between the 
American Public Health Association and 
the Public Health Service, training in 
the use of this method is available at 
the Public Health Service housing train- 
ing stations at Atlanta, Ga., and Syra- 
cuse, N. Y. Follow-up assistance is also 
provided. No charge is made for the 
course, but the trainee must provide for 
his own subsistence and quarters. Ap- 
proximately a quarter of a million dwell- 
ing unit schedules and related environ- 
mental data have been completed by 
using this method. 








No Sugar 


Communities report that the informa- 
tion obtained through this appraisal 
method is useful to many agencies 
of local government that it is an im- 
portant device for obtaining interagency 
cooperation. However, irrespective of 
the appraisal method chosen to measure 
the housing facts in a community, it is 
imperative, from an administrative stand- 
point, to use a method that provides the 
essential information for all of the 
agencies concerned. The method must 
be objective, reducible to a numerical 
basis, and produce results subject to dis- 
ciplined analysis. Of course, it should 
be possible to reproduce and to validate 
the results. 


so 


Whether this or some other survey 
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used, the health department 
must obtain detailed facts concerning 
the housing problem in the community. 
As is customary with health problems, 
the facts of the situation must be 
presented to the public so that the com- 
munity may have the necessary informa- 


method is 


tion to use as the basis for the choice 
of remedial action. 
This leads to the second step, which 


is to tell the housing to the 
public. It has been clearly demonstrated 
in several communities that informing 
the public regarding existing housing 
conditions is an essential part of a 
housing law enforcement program (12). 
It is not enough to make broad general 


story of 


statements and propose general pro- 
grams; specific information must he 
obtained so that detailed facts may be 


stated and action policies formulated. 

Once the specific information has been 
obtained and presented to the com- 
munity, the third step, the formulation 
of minimum health standards for hous- 
ing and adoption of laws for their en- 
forcement, may be intelligently accom- 
plished. The persons to be affected by 
these standards and laws—the housing 
code—should be given an opportunity to 
be heard, to present contrary evidence 
or opinion, and significantly to help de- 
fine for the administrator the level of 
community acceptance of the proposed 
regulations. 

However, not self-enforcing. 
Once they are established, the actual 
accomplishments of enforcement — the 
fourth step—stands or falls on the judg- 
ment, the efficiency, and the impartiality 
with which the laws are administered. 
Since some of the principles of housing 
law enforcement have been discussed be- 
fore (13) suffice it to say that effective 
action cannot be expected without ad- 
herence to good  administrative-legal 
practices. 


laws are 


The housing law enforcement program 
is not the only responsibility of the 
health department in the solution of the 
housing problem. The health official has 
an important job to do in assisting all 
the other departments of local govern- 
ment to accomplish their housing tasks. 
Examples of areas of common interest 
with other local governmental agencies 
were previously discussed and need for 
cooperative action was emphasized. As 
health officials become familiar with the 
housing programs of. other agencies in 
the community, they will be able to con- 
tribute substantially to the improvement 
of housing in terms of both immediate 
action and long-range programs. 

Clearly, the maximum community ben- 
efit from housing law enforcement ac- 
tivities of the health department cannot 
be obtained if the program is conducted 
in isolation. It is necessary for the 
health department, in conjunction with 
all other official agencies of government 
and with representative community or- 
ganizations concerned with the housing 
problem, to decide on the extent and 
area of enforcement. It is particularly 
important, of course, that the housing 
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law enforcement program be coordinated 
with the programs of the slum clearance 
and urban redevelopment agency and the 
housing authority, rental payments of the 
welfare department, and the master plan 
of the community. 
URBAN NONFARM AND RURAL 
HOUSING 

Housing is by no means entirely an 
urban problem. Numerous studies have 
been made of substandard housing in the 
small cities and rural areas as well as 
in the metropolitan communities (174, 15). 
Unfortunately, most of the local agencies 
referred to do not exist in small com- 
munities or rural areas. If they do, they 
seldom are staffed to carry out the hous- 
ing functions referred to previously. 
This increases the importance of housing 
action by local health departments, where 
they exist, or by State health depart- 
ments having jurisdiction in small com- 
munities and rural areas. 

Although only a very few rural public 
housing authorities are in existence, there 
is a trend toward development of public 
housing programs in small communities 
The need for participation, of health of- 
ficials in the health problems of these 
developments is comparatively greater 
than in the large cities. 

The Housing Act of 1949 recognized 
the need for assistance in rural housing 
problems and provided loans and grants 
for housing improvements to owners of 
farm dwellings unable to obtain financial 
assistance elsewhere. This program is 
administered by the Farmers Home Ad- 
ministration through its state directors 
and the county agents of the Department 
of Agriculture. The Farmers Home Ad- 
ministration has adopted rules and _ rec- 
ommendations establishing minimum 
standards for construction and repair of 
dwellings (16). These standards cover 
items relating to light, ventilation, room 
size, site location, water supply, plumb- 
ing, sewage disposal, heat, and other 
items of special interest to health officials, 
and require compliance with local regu- 
lations. 

Certainly substantial improvements to 
farm dwellings, including the water sup- 
ply and sewage disposal facilities, can 
be made through cooperative effort be- 
tween local representatives of the F.H.A. 
and health officials. 


DISCUSSION 

The WNation’s housing problem has 
developed over a period of a century 
or more. The prevention of decay of 
dwellings and their environment, the re- 
habilitation of existing substandard hous- 
ing, the demolition and replacement of 
dwellings beyond repair, and the pro- 
duction of enough new housing present 
enormous difficulties. Dollar estimates 
of the cost of such a program are stag- 
gering. A successful beginning has been 
made, and there can be extensive prog- 
ress with present-day knowledge. We 
should expect substantial results in one 
generation. 

No single agency of government or 
industry working alone can solve the 
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total housing problem; the solution de- 
pends on the combined efforts of Federal, 
State, and local government, and private 
enterprise with the active support of 
informed citizens all working as a team. 
The health department is an important 
member of this team. 
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THE AVERAGE LIFETIME CONTINUES 
TO LENGTHEN* 


In 1949 the expectation of life at 
birth in the United States reached an 
all-time high of 67.6 years—almost half 
a year greater than in 1948. There has 
been a gain of fully 4 years since 1939- 
1941 and of 18% years since 1900-1902. 
The advantage of women over men 
with respect to longevity is greater now 
than ever before. In 1949 white women 
outlived white men by an average of 


Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, November, 
iY51. 
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5.6 years, compared with 4.5 
the beginning of the decade. 


years at 


The greatest gains in the expectation 
of life have been made at the younger 
ages. For example, the gain in expecta- 
tion of life at birth for white males 
since the beginning of the decade was 
slightly more than three years, whereas 
the increase at age 40 was less than 
one year. This disparity reflects the 
very rapid strides made in the control 
of the infections of early life, in con- 
trast to the limited progress 
the control of the chronic diseases of 
middle and later life. Then, of 
with an unchanged life span of about 
100 years, the that limit is ap- 
proached, the smaller is the margin left 
for gain. 

The nonwhite population has shown 
more rapid progress than the white in 
extending its average length of life, thus 
diminishing the differences between the 
two groups. To illustrate, in 1940 the 
expectation of life at birth for non- 
white men was fully 10 years less than 
that for white men; by 1949 the differ- 
ence had decreased to seven years. How- 
ever, this is still a serious disadvantage. 
Actually, the average for the nonwhites 
is now at the point attained two decades 
earlier by the white population. 


made in 
course, 


closer 


Particularly striking is the favorable 
experience in infancy and_ childhood. 
The mortality rate of 31.4 per 1,000 for 
total persons in the first year of life in 
1949 represents a decline of one third 
since 1940. For total persons, the rates 
in the age range 4 to 15 years have 
been reduced to less than 1 per 1,000, 
while white females have equally low 
mortality rates between ages 3 and 
26 years. Even the older ages have 
shown significant reductions in mortality. 
Among white men, for example, the 
decline in rate since 1940 amounted to 
20 percent at age 40 and to 8 percent 
at age 60. 

At the same time the figures point 
up the opportunity for improvement in 
health conditions among the nonwhite 
people. In infancy the mortality rate 
for nonwhites is more than 1% times 
that for whites; at age 20 the ratio is 
about 2 to 1 for men and more than 
3 to 1 for women. The relatively high 
death toll among young nonwhite women 
reflects largely their high mortality 
from tuberculosis, the diseases of preg- 
nancy and childbirth, and the heart dis- 
eases. Even in later life nonwhite persons 
have higher death rates than the white. 
The better showing of nonwhites in old 
age probably results from deficiencies in 
the accuracy of the data, rather than 
from the differences in mortality. 

Most people now living in our country 
can expect to live beyond the biblical 
“three score and ten years,” even if 
there should be no further improvement 
in mortality. At age 65 white men can 
look forward to 12% additional years 
of life—white women to 14% years. 
This outlook is very gratifying, but it 
also aggravates the problems of an aging 
population. Ways must be found to 
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meet more fully the social, economic, 
and medical needs of this growing seg- 
ment of our people, so that a longer life 
will go hand in hand with greater 
happiness and a greater sense of useful- 
ness to the family and the community. 


GEOGRAPHIC DIFFERENCES IN 
BIRTH RATE DIMINISH* 


Within than a decade the birth 
rate in the United States increased more 
than one third—from 17.9 per 1,000 popu- 
lation in 1940 to 24.0 in 1949. Every 
State in the Union shared in this marked 
upswing in fertility since the beginning 
of World War II. In five States, all 
west of the Mississippi—Oregon, South 
Dakota, Nebraska, Washington, and 
Kansas—the rise exceeded 45 percent. 
In only two States—Virginia and Ken- 
tucky the small as 18 
percent. 


less 


was increase as 

Whereas 33 States had recorded birth 
rates of less than 20.0 per 1,000 in 1940, 
not a single State had so low a rate in 
1949. At the upper end of the scale, 
New Mexico alone had a birth rate 
above 25 per 1,000 in 1940, but in 1949 


there were 23 States in that class. 


The gains have varied rather widely 
from one State to another. In general, 
the greatest relative occurred in 
areas which usually record the lowest 
birth rates. The “low fertility” States 
showed an increase of 40 percent be- 
tween 1940 and 1949; those in the 
“medium fertility’ group experienced a 
rise of 33 percent; and the “high” 
States, 26 percent. This inverse relation- 
ship has necessarily narrowed the extent 
of the variation in birth rates among 
the States. Thus, the execess in the rate 
of the “high fertility” States over the 
“low” was reduced from 42 percent in 
1940 to 28 percent in 1949, 

The differences in trend for the various 
States have not been large enough, how- 
ever, to change the geographic pattern 
of fertility in our country. The States 
with lowest birth rates in 1940—New 
lersey, New York, Connecticut, Massa- 
chusetts, and Rhode Island—were still 
the lowest in 1949, although not in pre- 
cisely the same order. Similarly, the 
States with the highest rates in 1940 
South Carolina, Utah, Mississippi, and 
New Mexico—retained their rank in the 
later year. The same general picture is 
evident for the broad geographic regions. 
In each period the Northeast, the West 
and the Midwest recorded the 
lowest birth rates, while the South and 
the Mountain States had the 
rates. 


rise 


( oast, 
highest 
reduction in the 


rates the 
areas of the United 


also a 
birth 
rural 


There was 
lifference in 


urban and 


hetween 


Reprinted from Statistical Bulletin, Metro 
olitan Life Insurance Company, November, 
51. 
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States. In the urban population, which 
traditionally has the lower fertility, the 
birth rate rose 42 percent in the period 
from 1940 to 1949. For rural residents 
the increase was 26 percent. 

It seems very unlikely that the 
graphic differences in the birth rate will 
continue to diminish further. The indica- 

are, in fact, for a return to the 
prewar pattern when the birth 
declines to lower levels. The downward 
trend of the rate from the peak in 
1947 to 1949 was greater for the “low 
fertility” States (9 percent) than for 
the “high fertility” States (5 percent), 
and greater for urban areas (8 percent) 
than for the rural (6 percent) 


geo- 


tions 
rate 


VENEREAL DISEASE CONTROL 
PROGRAM IN TRANSITION”® 


By Theodore Bauer, M.D.+ 


Substantial gains continue to be made 
in reducing the incidence of 
the United States 


syphilis in 


Total syphilis morbidity reached an 
all-time low of 214,000 cases in fiscal 
year 1951. This is a reduction of nearly 


two-thirds since 1943 


Reprinted from Public Health Reports, 
January, 1952 

7Dr. Bauer is chief of the 
Venereal Disease, Public Health Service. He 
presented this paper at the Venereal Disease 
Control Seminar held in New Orleans, La., 
October 3-4, 1951 
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Admissions to mental institutions for 
psychoses due to syphilis were reduced 
by one-half in the decade 1939 to 1949. 

Mortality due to syphilis in the period 
1937 to 1950 was reduced by 


one-half. 


also 


Our balance sheet, however, is not all 
credits. Some items still are entered in 
red ink: gonorrhea rates continue high- 
about 280,000 reported cases per year; 
there is evidence that chancroid is on 
the upgrade in one or two areas. 

But, of considerably more significance, 
there is evidence that where control ac- 
tivity has been relaxed in this country 
since World War II, venereal disease 
have remained high. Although 


rates 





° 


these instances are few, they are omi- 
nous. 

It never has been the policy of the 
Division of Venereal Disease to cry 
“wolf!” We do not consider that ve- 
nereal disease will get out of hand again. 
On the contrary, we are determined that 
our control efforts will force a continued 
decline in morbidity and mortality. 

There is, however, no_ foreseeable 
terminus to venereal disease control short 
of extinction of the disease organisms 
in this country and abroad. Generally, 
communicable disease control is based on 
at least four fundamental operations: 


1. Immunization of the population. 
2. Isolation of the host. 
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3. Elimination of the intermediate host. 
4. Destruction of the organism. 


ONLY CONTROL ELEMENT 
In venereal disease control, we 
no agent for immunizing the population. 
If one were available, its use would be 
questioned and its application costly. 

We cannot isolate the host without 
branding him as a moral delinquent 
which (by any standards) frequently is 
not the without finding—which 
even now we can do only in about one- 
half of the and without an in- 
fallible diagnostic procedure—which we 
do not have. 

We cannot eliminate the 
host, since there is none. 

We can destroy the organism, but only 
after it has announced its presence in 
the host—an announcement may 
or may not be heeded if noted, and an 
announcement which frequently is never 
noted, 

Thus, our entire control effort is 
balanced precariously on only one of the 
four elements in foundation 
of communicable disease control. With 
the single exception of treatment, the 
odds in this struggle are with spirochete 
and the Especially is this 
true during such a period of 
preparation of our 
potentialities of aggression as the present 

PROGRAM CHANGE INDICATED 

If we are to maintain the gains we 
have made to date and continue to extend 
them in the future, certain shifts in 
program policy and_ operation 
clearly indicated. 

Our program must be shaped to cur- 
rent changes in the character and loca- 
tion of the problem, the movements of 
the population, and trends in therapy 
One device for this orientation of pro- 
gram to problems in venereal 
control is increased project assistance 

These projects make possible the im- 
mediate application of Federal, State, 
and local resources to specific venereal 
disease control problems within — the 
States and communities, wherever such 
problems arise and for as long as they 
exist. Federal project assistance supple- 
ments State and local resources and 
other types of Federal aid which sup- 
port more permanent activities and do 
not permit the operational flexibility of 
project assistance. 

Because of the 
foci of infection, 


have 


case ; 


cases ; 


intermediate 


which 


the classic 


gonococcus. 
tense 
defenses for the 


seem 


disease 


scattered and shifting 
State and local health 


departments may not be expected to 
carry the burden of control and _pro- 
graming alone. These foci often are 


located in areas extending across State 
and local boundaries and can be detected 
only from a searching analysis of data 
collected throughout the Nation. Activi- 
ties deriving from these analyses require 
joint planning and programing by Fed- 
eral, State, and local agencies, including 
the military. 

Large-scale case-finding projects, as 
we now know them, could not have 
been initiated without the rapid treat- 
ment center. Their continuation after 
the centers were established served to 
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exploit to the fullest the service poten- 
tial of the rapid treatment center proj- 
So successful was this exploitation 
that the rapid treatment centers have, 
over the years, treated hundreds of 
thousands of infected individuals. 


ects. 


TREATMENT METHODS CHANGING 

During this period, treatment practice 
as progressed to such a degree that in 
many areas continued support of the 
‘apid treatment centers cannot be con- 
sidered economically sound public health 
administration. For the most part, par- 
icularly in urban areas, treatment now 
administered practically 
ind efficiently in out-patient rather than 
n in-patient facilities. We are currently 
n transition between these two methods 
f treatment, and our control 
ust be directed accordingly. 
inced that the 
ent, and 


nay he more 


methods 
I am con- 
exploration, develop- 
administration of the 
transition with the 
n adequate control will result from proj- 
ct activities. alone permit the 
lexibility of plan and operation required 
the present transition period. 


most 
thective least loss 


These 


INTERVIEWING PROBLEM CREATED 
To illustrate the difficulties that are 
nvolved in the transition from in-patient 
© out-patient therapy, consider the prob- 
em in interviewing: At the present time, 
and with notable exceptions, our evalua- 
indicate that the bulk of 
contact investigation is car- 
ed on by the States, where the majority 

patients go to the rapid treatment 
enters for therapy. Here they are in- 
terviewed, educated, and reinterviewed, 
with resultant high contact indices and 
with sufficient care to permit location 
ind examination of their contacts. Tran- 
sition to the use of out-patient facilities 
leans that interviewing skill no longer 
an be concentrated in one or a few 
rapid treatment centers, but must in 
some manner be made available to both 
ut-patient clinics and private physicians. 
\Ve may not be able to continue the 
process, basic to control, of finding and 
examining contacts of 
when appear in the out- 
patient clinic and the private physician's 
Ince. 


tion reports 


successful 


infectious cases 


these cases 


In parts of the country which have 
never had as complete a rapid treatment 
enter system as the South, much work 
as been done to meet the problem of 
providing interviewing skill in local areas 
Such experience may be of considerable 
elp to us. For example, the North 
dakota State Department of Health is 
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These investigators work throughout the 
State in following contacts, suspects, 


prenatal cases, and all 
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stations to cross city, county, and State 


For the busy doctor’s office oe boundaries to carry out their investiga- 


tions. This will be especially helpful 
eS & 
it diet 
, 


would be willing to accompany an in- 
vestigator in an effort to locate the 
contacts. 


the 
Expanded use of the teiephone and 
’ telegraph facilities of the Nation in- 
| creasingly will be called for as_ the 
incidence of venereal disease decreases 


and the work of venereal disease work- 
d ] ers is extended to cover larger geo- 
mo Sf graphic areas and an increased number 


of admitting facilities. 







when patients are unable to give the 
et 


name and address of sex partners but 






Another program being undertaken by 
the Division of Venereal Disease is 


EK working with medical schools that offer 
OR maximum blood- postgraduate training to general prac- 
pressure service in your titioners and to specialists. We will 


arrange for physicians qualified in the 
field of venereal disease to speak at these 
postgraduate courses. They can present 


office, use the Standby 
Model Baumanometer. It serves equally well 


at your desk, examining table, chair — any- the latest information on diagnosis, treat- 
where. No matter where you use the Standby ment, and the need for providing an 
you will find it easy to read, for the Exactilt oppertunity to interview the venereal 


disease patient to find his contacts. The 
general practitioners will be informed 
that this latter service will be made 


scale is permanently fixed at the exact angle 
for maximum reading efficiency. 


Busy doctors who have “discovered” the available by the State health authorities 
Standby find it indispensable. We invite you to the private physician, whether or 
to try it for yourself —in your particular rou- not he is officially participating in the 


i f : . P State’s diagnosis and treatment plan. 
tine. Your surgical instrument dealer will : — 1 treatment | 


be pleased to send you a Standby Model 
Baumanometer for a free trial. 


It is my belief that interviewing can 
be improved everywhere. Part of this 
improvement should come from more ef- 
fective methods applied in the patient 
Accurate interview. Part of it should derive from 

* an extension of the time period in the 

Practical patient’s life covered by the interview. 

Still another part should derive from 

Smart the careful interview of late syphilis 

and gonorrhea patients whom we have, 
for the most part, ignored in the past 





Li q Finally, consideration and further study 

might be made of the possibility of in- 

STANDARD FOR BLOODPRESSURE cluding in our case-finding activities the 

% investigation of the patients’ friends, as- 

ow W. A. BAUM CO., INC., NEW YORK 1, N.Y. sociates, and accomplices who broadly 

; can be indicated under the term “sus- 
pects.” 
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quire uncommon talents. Not everyone in 
public health work nor even everyone in 
" venereal disease control work has these 
talents. Careful training is helpful. At 
present, we are working on a procedure 


other persons who, by one means or A group of Middle Western States is combining training with self-selection. 
another can be benefited by epidemiologi- developing a program of mutual assist- Mobile sound-monitoring equipment is 
cal aids. Code use of such facilities can ance which will permit interviewer-inves- being assigned to a number of larger 


preserve the confidentiality of reports. tigators from border areas and military local health departments in the country. 
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With this equipment, interviewers may 

listen to each other in actual interview 

situations. Those who show exceptional 

skill and who demonstrate interest in 

this type of work will he encouraged 

by health officials in many areas to 

assume exclusive responsibility for inter- \\ 
view-investigation activities. ® 

Interviewing, however, is not the only 4 

problem raised by the discontinuance of ~ 
some rapid treatment centers. Another 
factor inherent in the transition 


sang on the question... 
gh 


from ° 


in-patient to out-patient treatment applies SS WHAT SORT OF RESULTS 

to those who administer treatment. Physi- 

ae eal dels, tat Sa tae > HAVE YOU HAD WITH FELSOL? 
ments must be re-alerted to look for 


syphilis and to the best and most modern 
nethods of diagnosis and proper treat- 
ment. We are in the fortunate 
situation of being able to recruit and 
assign some of the junior medical mem- 
the Public Health Service's 
Commissioned Corps to State health de- 
partments needing assistance during the 
lefense mobilization period. These offi- 
ers will be especially helpful in States 
where the transition from in-patient to 
ut-patient is under way. 

\ttention has directed to the 
problems we are facing and the adjust- 
nent we must make to meet them. Two 
nore problems in this field deserve brief 
omment. One of them pertains to mass 


now in 


ers of 





been 
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low «l-testing surveys. 


MASS BLOOD TESTING ANALYZED 


7 
With 
Current analysis of mass blood-testing 
programs in high-prevalence areas indi- Fl SO] 


cates that: 


1. They do not find all of the syphilis 
present in the population. 








2. Unless the mass-testing activities "Sa Nia aii aaa a at ll 
e -- ° oge ' 
are fortified with diligent investi- O SEND FOR ' AMERICAN FELSOL COMPANY 
gation, they do not prevent the ; 
r development of f i bf infect THIS NEW a, oe 
-devek y ) m CIO 
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Reports received from a survey in a 1 samples of FELSOL. 
arge city in 1950 indicate a higher QQ Rr en nr 
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. : SD Bk btn nncccckccecscccesenéconecesesecs 
among a sampling of persons who did : 
%t apply for diagnosis during the survey »  CTY......--. STATE... 2000000. 
1 ° . ' 
han among those who did. Similarly, 
figures on syphilis morbidity subsequent 
to the blood-testing programs carried on 
several areas clearly indicate that, in 
spite of the large numbers of persons 
tested during the programs, morbidity 
rates remain relatively high unless proper _blood-testing activities should be en- admissions, contacts, and suspects. These 


erereal disease control activity follows 
he survey. 


It would seem, therefore, that mass 
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GONORRHEA CONTROL IMPORTANT 


The other problem relates to need of 
renewed activity in the mass control of 
gonorrhea. At the present time the 
Armed Forces report at least seven cases 
of gonorrhea for each case of primary 
or secondary syphilis. Though the treat- 
ment of gonorrhea is not a_ difficult 
problem in either civilian or military 
populations, its discovery is just as diffi- 
cult as that of syphilis, and the finding 
of the infected sex partner of a gonor- 
rhea patient involves the same painstaking 
interview and investigation procedures. 
Gonorrhea control is important. In the 
military its treatment wastes the atten- 
tion and time of medical staffs and it 
still causes considerable loss of man-days 
to the defense effort. In terms of syphilis 
case finding, gonorrhea is a helpful indi- 
cator to the remaining and developing 
foci of venereal infection in the civilian 
population. 


Generally speaking, good progress is 
being made in the entire field of vene- 
real disease control. However, there is 
no justification for assuming that, when 
cases become fewer, control activities 
have to be lessened. Actually, it now is 
more difficult to find the few remaining 
cases than it was when there were many. 
We should not lose sight of the fact 
that the reason we control typhoid fever, 
smallpox, and diphtheria is that con- 
siderable effort and money continuously 
is expended in keeping our water pure 
and our children imunized. In the field 
of venereal disease, even when we reach 
a level at which control can be main- 
tained, we will need to continue to 
supply a network of services for con- 
tact interviewing, tracing, and education 
in order to prevent’a resurgence of the 
disease. Experience has shown that ve- 
nereal disease has increased in areas 
where organized control efforts have 
been relaxed. 

I am happy to report that relaxation of 
effort is not the mood of venereal disease 
control officials in the States and com- 
munities of this country today. They 
are requesting and getting the complete 
support of the Public Health Service 
in their vigorous follow-through of con- 
trol activities. 


WHERE AND HOW FATAL ACCIDENTS 
OCCU R* 


Each year accidents take about 90,000 
lives in the United States—a_ record 
which is indeed a _ national disgrace. 
Humanitarian and economic considera- 
tions alone make the reduction of this 
toll an urgent task; the needs of the 
defense effort make it imperative. In 
attacking the problem, it is helpful to 
know what types of fatal mishaps occur 
.in the home, in public places, and in 
places of employment. 


Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, November, 
1951. 


Motor vehicle injuries, which repre- 
sent a large segment of the total acci- 
dent mortality, are a dominant element 
in the public accident picture. In_ this 
study, such mishaps accounted for 64 
percent of fatal injuries in public places; 
but even this large figure understates the 
actual situation, since it does not include 
motor vehicle accidents arising out of or 
in the course of employment, which are 
here classified as occupational accidents. 
Drownings rank second in numerical 
importance among the types of fatal the 
accidents in public places, contributing 
16 percent of the deaths in this class. 
A large proportion of these fatalities are 
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Plastic Sponge is Framework for Living Tissue 


“Plastic Sponge Which Acts As A Frame- 
work For Living Tissue,” by John H. Grind- 
lay, M.D., and John M. Waugh, M.D., Roch- 
ester, Minn. A.M.A. Archives of Surgery, 63, 
3, Sept. 1951. 


Ivalon sponge, a new poly- 
vinyl plastic, has yielded 
excellent experimental re- 
sults in surgical procedures, 
when used as a framework 
in place of living tissue to 
fill defects and correct de- 
formities. 

In contrast to currently- 
used foreign materials such 
as tantalum, vitallium, 
stainless steel and certain 
plastics, for surgical reconstruction, poly- 
vinyl sponge acts as a framework into which 
living tissue grows. Initial results on dogs 
and human beings offer great promise for 
further widespread use. Its immediate use for 
huge abdominal aneurysms seems justified. 


@ Experimental Procedures—Pure, sterile 
polyvinyl sponge, molded or cut to fit the de- 
fect, was surgically implanted in 37 areas in 
28 dogs. The operations included: filling the 
empty pleural cavity after pneumectomy; 
replacing a rib section; replacing the right 
hemidiaphragm and anterior sheath of the 
rectus muscle; placing a piece of sponge 
under a breast nipple and between the or- 
bital ridges of the frontal bone; suturing thin 
plates of sponge to the surface of the ear 
cartilage. 

Some experiments were terminated after 
one month, some between six and eighteen 
months, and some are still in progress. In 
almost all cases, the sponge did not become 
fixed to surrounding tissue, although blood 
vessels and connective tissue grew into it. 
Gross and microscopic examinations of the 
excised sponge and surrounding tissues 
showed no evidence of inflammatory re- 


consequence of unsafe conditions or 





the 


older 
of 


actions, with recognizable cellular tissue 
fitting into spaces not occupied by sponge 
substance. 


@ Lung Surgery— Polyvinyl sponge, by set- 
ting up a fibrogenic reaction, can prevent the 
spread of infection into the extrapleural 
space, often a serious outcome of extra- 
pleural plombage for tuberculosis. The 
sponge is shrunk about 25 percent by boiling 
and trimmed to fit the cavity. The lung is 
stripped, the plastic sponge packed firmly, 
and the cavity closed without drainage. 
Polyvinyl sponge was employed in 17 
plombage operations on 14 patients to fill the 
space some time after extrapleural pneumo- 
thorax, and as a prosthesis following resec- 
tion. In most cases bacilli rapidly disap- 
peared from the sputum. (A. Hurst, et al., 
Diseases of Chest,.20, 2, Aug. 1951, 134-138.) 


@ Abdominal Aneurysms—Polyviny] sponge 
has been successfully used to reinforce large 
abdominal aneurysms since April, 1950. Four 
cases to date have been successfully treated 
by placing sheets of polyvinyl sponge be- 
tween the aneurysm and peritoneum. Since 
no other surgical procedure can be used in 
these cases, and since this operation is simple 
and without undue strain on the patient, its 
use appears justified at this stage. 

Polyvinyl sponge is a lightweight, wet- 
table, resilient material made from polyviny] 
alcohol and formaldehyde. It is available in 
pure form for medical use from Clay-Adams 
under the name “Ivalon Surgical Sponge.” 
It may be sterilized in boiling water and is 
readily cut into various shapes and sheets. It 
is chemically stable and biologically inert. 

One explanation for its startling success 
as a framework for living tissue, is its great 
affinity for water. Perhaps surrounding tis- 
sue does not differentiate polyvinyl as a for- 
eign body because tissue fluids enter it and 
are followed by cells. 


practices in swimming, bathing, fishing, 
boating, and other water sports. Among 
other types of injuries in public 
places, falls are the largest item, ac- 


counting for 7 percent of the total. 


and about the home, falls far 


outrank every other type of fatal acci- 
dent, 
deaths in home accidents among these 
insured at ages 1-74 years. 
fatal 
important role in the aggregate reflects 
high toll that they exact at the 


contributing 45 percent of the 


Although 
falls occur at every age, their 


ages. Elders spend a large part 


their time in the home, and _ they 
are particularly prone to falls because 
of impaired vision and hearing, weak- 
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SPECIAL LITERATURE AVAILABLE 
tailed descriptions on the following may be ob- 
ned from C!ay-Adams on request by number: 
azzini Microflocculation Test Slide Form 507 
icy MEDICHROME Series Form 339 
ALON Sponge Form 513 

— 
. 
f 





Mechanisms of Labor... 


are clearly set forth in Clay-Adams Medi- 
chrome Series MG5, 79 black and white 2” x 
2” lantern slides. Prepared by Howard C. 
Moloy, M.D., College of Physicians and Sur- 
geons, New York, explanatory notes and data 
on this series were expanded by Dr. Moloy 
into a monograph, Clinical and Roentgeno- 
logic Evaluation of the Pelvis in Obstetrics, 
published by W. B. Saunders Company, 1951. 
The entire series of slides is correlated with 
this book. These slides aré invaluable for 
teaching and study. 

Over 10,000 Medichrome subjects are avail- 
able from Clay-Adams. Write today for a 
summary of the slides we have available. 


Approved Microflocculation Slide 
for Mazzini Syphilis Test 


The only approved test slide for the Mazzini 
Cardiolipin Microflocculation Test for Syphi- 
lis is now available from Clay-Adams. Two 
types of slide are in use, one for serum 
(right), and one with spinal fluid (left). Both 
slides are 3” x 2” x 6 mm. deep. The serum 
slide has 10 concavities, each 16 mm. in diam- 
eter and 1.75 mm. deep. The spinal fluid slide 
has 3 concavities, one 38 mm. in diameter x 
1.75 mm. deep, and two 20 mm. in diameter 
x 1.75 mm. deep. Both slides have frosted 
surfaces. 

Adaptation of cardiolipin antigen to the 
Mazzini technic will be found in Journal of 
Immunology, 66, 2, Feb. 1951, 261-275. 




















2 HERE IS A PARTIAL LIST ' 
$ OF OUR PRODUCTS § 
2 Adams Centrifuges Clinical Laboratory > 
$ Uterine Cancer Supplies { 
$ Detection Kits Gastro-Duodenal Tubes ¢ 
4 Blood Analysis Polyethylene Tubing 
, __ Instruments GOLD SEAL Syringes& 
' GOLD SEAL Slides & Needles $ 
7 Cover Glasses Adams Stethoscopes § 
; Supplies far Microscopy JUSTRITEWoundClips 2 
» Dissecting Kits Obstetrical Manikins 4 
2 Surgical & Dissecting Skulls & Skeletons = § 
¢ _,_ Instruments MEDICHROMES—2x2” 
§ Surgical Rubber Goods Kodachromes g 
$ Anatomical Charts & Atlases : 


Clay-Adams Company, Inc. 141 east 25TH STREET, NEW YORK 10, N.Y. 
CLAY-ADAMS PRODUCTS ARE AVAILABLE FROM LOCAL SURGICAL AND SCIENTIFIC SUPPLY OEALeRs 


ened skeletal muscles, and other physical 
accounted in railroad accidents ranked next, with 


deterioriation. Conflagration 


for 14 percent of all deaths from home 7 


an additional 13 percent. Fatal injuries 


percent of the deaths. The data on 


accidents, while burns other than in occupational accidents, as for the other 
conflagrations were responsible for nearly classes of mishaps, relate to policyholders 
as large a proportion of the fatalities. of both sexes in the age range 1-74 


\bsorption of poisonous gas and poison- 


years, but actually these fatalities oc- 


ing by solids or liquids were next in curred for the most part among males 
order of importance. in the main working ages of life. 
Fatal occupational accidents, unlike Since accidents occur under a_ wide 
public or home mishaps, are not domi- variety of circumstances, there is no 
nated by any one type of mishap. Falls simple solution to the problem. The 
were the principal type, being responsible safety movement is faced with a task 


for 18 percent of all occupational fatali- 
ties, hut motor vehicle injuries followed 


close behind, with 15 percent of 


leaths. 


Machine accidents and mishaps 
in mines and quarries each contributed 


of major proportions, and its program, 
to be effective, must be broad and di- 
the versified. This requires the coordinated 
efforts of a large group of highly skilled 
professional and technical workers in 








st 





many fields. But little can be 
plished without the cooperation and 
support of the general public. The 
American people have a solemn obliga- 
tion to make this country a safer place 
for themselves, their families, and their 
fellow 


accom- 


citizens 


CANCER PAMPHLETS 


Cancer of the skin is 95 per cent cur- 
able when it is diagnosed and treated 
properly in its early stages, according to 
“Cancer of the Skin,” one of two pam- 
phlets recently published by the Cancer 
Institute of the National Institutes of 
Health, Public Health Service, Federal 
Security Agency. 

The other pamphlet, entitled “Cance1 
of the Genito-Urinary Tract,” also em- 
phasizes the urgency of early diagnosis 
and treatment of cancer. Genito-urinary 
cancer is one of the most common types 
of cancer in men, accounting for one- 
fifth of all male deaths due to cancer 
One warning, blood in the urine, should 
he brought to the immediate attentior. 
of a physician. The pamphlet particularly 
urges men past 50 to have regular physi- 
cal check-ups 


CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Aaronson, John P., from Kirksville, Mo., to 
Fort Glen Hospital & Clinic, Canyonville, 
Ore. 

Adler, Leonard D., CCO °51; Bay View Hos 
pital, 23200 Lake Road, Bay Village, Ohio 

Ames, Verner J., from 5717 Central St., to 
441 Knickerbocker Place, Kansas City 
Mo. : 

Andersen, N. W., from 
Mora, N. Mex. 

Asnis, Theodore, from 5161 Master =. & 
Garden Court Apts., Apts. G-3060, 47th & 
Pine St., Philadelphia 43, Pa 

Boudette, Wesley V., from Akron, Ohio, to 
Grandview Hospital, 405 Grand Ave., 
5, Ohio 

Boven, Bernard D., from Detroit, Mich., to 
6457 E. Olympic Blvd., Los Angeles 
Calif 

Boyajian, J. S., from 2904 Sunset Blvd., to 
2920 Sunset Blvd., Los Angeles 26, Calif 

Bradford, Warren G., from 1005 Third Natl 
Bldg., to 85 Pointview Ave., Dayton 5, Ohio 

Breul, Victor E., from 2520 S. Raymond Ave., 
to 1581 W. Adams Blvd., Les Angeles 
Calif. 

Brodsky, Samuel H., from Philadelphia, Pa., to 
174 Riverview Drive, Collins Park, New 
castle, Del. 

Carlin, Elizabeth S., from 180 Hilton Ave., 
to 160 Atlantic Ave., Hempstead, L. I., N. ¥ 

Cavanaugh, John E., from Route 1, to Box 277, 
Belton, Mo 

Caverly, Fred C., from Passaic, N. J., to 524 
| Natl. Bank Bldg., St. Petersburg 
Pla. 

Chandler, J. H., from 206 Barfield Bldg., to 
1206 N. E. Eighth Ave., Amarillo, Texas 

Corbett, H. Raymond, from Chickasha, Okla., 
to Box 15, Crescent, Okla. 

Craun, Howard T., from Ardmore, Pa., to 
452 S. George St., York, Pa. 

Daley, Joseph A., from North Andover, Mass., 
to Box 185, Lawrence, Mass. 

Davison, George F., from Box 89, to Box 98 
Mercer, Mo. , 

Davison, Wanda Jean Johnson, from Box 89 to 
Box 98, Mercer, Mo 

Dean, Walker W., from 5250 S. Ellis Ave., 
to 11006 S. Michigan Ave., Chicago 28, Ill 

Devereaux, Albert K., from 3209 E. Century 
Blvd., to 3205 E. Century Blvd., South 
Gate, Calif. 

Dyer, Louis Q., from 524 B St., to 3994 Park 
Bivd., San Diego 3, Calif. 


Seattle, 


Wash., to 


Dayton 


Eitel, John B., from Tulsa, Okla., to 1221 
Wilson St., Port Neches, 


Texas 
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5 2 reasons why - 


your new Sphyg should be a 


TYCOS ANEROID 


1-44, Forty-four reasons in one are the forty-four years Tycos Aneroid 
has meant the ultimate in convenient, accurate blood pressure readings. 
Forty-four years of scientific experience and know-how are packed into 
your Tycos Aneroid. Complete with exclusive Hook Cuff and pocket- 
size carrying case, and only $42.50. 


45. GUARANTEED 
TO REMAIN ACCU- 
RATE ...unless mis- 
used! 


49. GREATER PRO- | 
TECTION DURING 
USE... Gage attach- 
ed to Cuff minimizes | 
accidental dropping. | 


46. 10-YEAR GUAR- 
ANTEE... Manome- 
ter readjusted free of 
charge even if you 
drop iti (cost of parts 
extra). 


50. EASIER TO USE | 
eee Hook Cuff fitsany | 
size or shape adult 
arm. Can't balloon at 
edges. 


47. TIME-SAVING 
. - - Zip open case. 
Circle Cuff around 
am ... Hook... 
and it’s on! 


51. ROOMY ZIPPER 
CASE... Easily holds 
the manometer and 
culf—-ready-to-use. 





48. POCKET-SIZE... Weighs only 19 52. FULL RANGE DIAL... Reads up to 
oz... . Easily fits coat pocket. 300 mm. 


Tycos Mercurial Ideal for office use in die-cast aluminum case 
personalized with your initials at time of sale. Complete in- 
strument, except inflation system, guaranteed ten years against 
breakage to extent we’ll replace broken parts without charge. 
With Hook Cuff, $42.50. See these accu- 
rate, dependable Tycos Sphygs at your 
surgical supply dealer’s today. Taylor 
Instrument Companies, Rochester, N.Y., 
and Toronto, Canada. 






*Registered Trade-Mark 


TAYLOR INSTRUMENTS MEAN ACCURACY FIRST 


March, 1952 


Fellows, H. Allen, from 38 S. Centre St., to 
1 S. Centre St., Merchantville, N. J. 

Finck, Henry S., from Grundy Center, Iowa, 
to Schaller, lowa 

Fink, Leon Irwin, PCO ’51; 135 Eastern 
Parkway, Brooklyn 17, N. Y. 

Gabelman, Omer P., from Montfose, Colo., to 
Box 1, Norwood, Colo. 

Gajeway, Charles R. S., from 26 Second St., 
to 17 State St., Troy, N. Y. 

Gallardo, O. Pierre, from 2256 Whittier Blvd., 
to 228 W. Fourth St., Los Angeles 13, Calif. 

Gershon, Eugene J., from Waynesville, Mo., 
to Clare General Hospital, Clare, Mich. 

Gifford, Daniel H., from General Delivery, to 
943 E. South Temple St., Salt Lake City 2, 

a 

Giles, Mary E., from 231 W. Third St., to 
270 E. Fourth St., Chico, Calif. 

Glazer, Martin, KCOS ’51; Normandy Osteo- 
pathic Hospital, 7283 Natural Bridge Road, 
St. Louis 21, Mo. 

Goff, Herbert A., KCOS ’51; 12115 Stoepel, 
Detroit 4, Mich 

Goodridge, John P., from 15 Lewis St., to 11 
Asylum St., Hartford 3, Conn. 

Hartfield, Mark, from Detroit, Mich., to Box 
1767, Miami Beach, Fla. 

Hawk, Fred E., from Ryan, Okla., to 9603 
S. Broadway, St. Louis 23, Mo 

Haydock, John S., from 319 Grand Ave., to 
McCormick Osteopathic Hospital & Clinic, 
Inc., 309 Grand Ave., Moberly, Mo. 

Hoersting, Louis J., from 232 N. Ludlow St., 
to 2019 N. Main St., Dayton 5, Ohio 

Holcomb, Mickie G., from El Dorado, Texas, 
to Tigua General Hospital, 7722 N. Loop 
Road, El Paso, Texas 

Hull, Dean R., KCOS °51; 1406 S. Downing 
St., Kirksville, Mo. 

Hull, Keith L., from Des Moines, lowa, to 
Mount Ayr, Iowa 

Jensen, James W., from 2338 Pacific Ave., to 
2690 Pacific Ave., Long Beach 6, Calif. 

Katz, Philip, PCO ’51; Waldo General Hos- 
pital, 8511 15th Ave, N. E Seattle 5, 
Wash. 

Kenney, John R., from 1107 Odd _ Fellow 
Bldg., to 903 Fletcher Trust Bldg., Indian 
apolis 9, Ind. 

LaCroix, Eugene E., from Rhodes Dept. Store, 
to 420 Second & Pine Bldg., Seattle 1, Wash. 

Lauck, G. H., from 588 S. 18th St., to 737 
Oak St., Columbus 5, Ohio 

Linkenhoker, Jack P., from Philadelphia, Pa., 
to 310 W. Perrin Blvd., Springfield, Ohio 

Little, E. Parker, from Nashua, N. H., to 805 
Golfview Ave., Orlando, Fla. 

Loeffler, A. E., from Fair Lawn, N. J., to 
282 Farview Ave., Paramus, N. J. 

Long, Harold J., from 1132 Edison Bldg., to 
311 Colton Bldg., 702 Madison Ave., Toledo 
2, Ohio 

Lovelace, John Haywood, II, from Los An- 
geles. Calif., to 26 N. Los Robles Ave., 
Pasadena 1, Calif. 

Margreiter, John L., Jr., from Raton, N. Mex., 
to 349A W. Main St., Flat River, Mo. 

McGowan, Thomas B., from Marianna, Pa., 
to 723 S. 52nd St., Philadelphia 43, Pa. 

McMains, Donald R., Jr., from Los Angeles, 
Calif., to Box 368, Huron, Calif. 

Medoff, Murray H., from Kansas City, Kans., 
to 608 N. Main St., Bourbon, Ind. 

Messham, Richard H., from 1111 W. Woodruff 
Ave., to 5244 Secor Road, Toledo 13, Ohio 

Miller, Jack M., from Indianapolis, Ind., to 
Riverside Osteopathic Hospital, 165 George 
St., Trenton, Mich. 

Miller, M. Louise, from Columbia, Pa., to 30 
N. Market St., Duncannon, Pa. 

Morrow, John W., from Greensburg, Kans., to 
1007 Main St., Woodward, Okla. 

Nordstrom, James R., from Joplin, Mo., to 
Sarcoxie, Mo 

Nutter, Fayette A., Jr., from Larned, Kans., 
to Seiling, Okla. 

Olney, Frank L., from Havana, Ill., to 314 
*. Main St., Fremont, Mich. 

Overton, Sylvia R., from 506 Leland Office 
Bldg., to 528 S. Eighth St., Springfield, Ill 

Padgett, Benford D., from Maple Hill, N. C., 
to 228-A N. Main St., Greenville, S. C 

Peters, Henry B., from Detroit, Mich., to 269 
Casa Linda Plaza, Dallas 18, Texas 

Pfautz, Harry V., from Lititz, Pa., to 315 N. 
High St., Duncannon, Pa. 

Randall, Allan B., from 66 Riverside Ave., to 
12 Hubbard Park, Red Bank, N. J. 

Randolph, Stanton F., PCO ’50; Doctors Hos 
pital, 1087 Dennison Ave., Columbus 1, Ohio 

Reesman, Ralph G., from 132 Kirn Bidg., to 
850 N. Columbus St., Lancaster, Ohio 

Renier, Frank R., from 6733 Allen Road, to 
7125 Allen Road, Allen Park, Mich 

Rieth, Robert L., from Detroit, Mich., to 28273 
Elba Island, Grosse Ile, Mich. 

Riles, Benjamin M., from St. Joseph, Mo., to 
Las Olas Clinic, 1516 E. Las Olas Blvd., 
Fort Lauderdale, Fla 


(Continued on page 69) 
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RATES PER INSERTION: $2.00 for 20 
words or less. Additional words 10 cents 
each. 25¢c for box number. 


TERMS: Cash with order, please. 


COPY: Must be received by Ist of pre- 
ceding month. 


ADDRESS _ all 
JOURNAL, 212 E. Ohio St., 
Illinois. 


box numbers c/o THE 
Chicago 11, 





WANTED: Osteopathic Physician, Certi- 


fied E.E.N.T., Surgical Resident, for 
opening November 1952. Write Staff Sec- 
retary, Bangor Osteopathic Hospital, Ban- 


gor, Maine. 


WANTED: Recommended licensed Iowa 

man or woman osteopathic physician. 
Take over practice for Month of May. 
Town 7000. Only osteopathic physician. 
May then consider lease or sale. Box 2523 
THE JOURNAL. 


SENIOR KIRKSVILLE STUDENT desires 

location with guaranteed income, or as- 
sociation in practice. Florida, Iowa_basic 
science certificates. Write M. L. Kaye, 
Box 292, Kirksville, Mo. 


RESIDENCY IN ANESTHESIOLOGY now 
open in A.O.A. approved, 150 bed Ohio 
10spital, one year with option of second; 
ertified preceptor, wide variety of experi- 
ence. Internship required. Box 3527 THE 
JOURNAL. 


PRACTICE FOR SALE: Excellent prac- 
tice of osteopathic physician. Two and 
one-half year lease to fine office—excep- 
tionally low rental. Equipment included. 
Champaign, f[llinois. Al inquiries to 
Thomas & Mulliken, 30 Main St., Cham- 
paign, Illinois. 


WANTED: Assistant or associate physi- 
cian for the general practice of osteo- 
pathic medicine in Texas. Hospital privi- 
leges; no investment required. A good 
proposition. Box 3521 THE JOURNAL. 


APPRCVED INTERNSHIP: Available 
June 1, 1952. Applications now being 

considered. Houston Osteopathic Hospital, 

5115 Montrose Blvd., Houston 6, Texas. 


FOR SALE — New bone-like anatomical 
models, made from reinforced plastics. 
Natural bone color. Complete vertebral 
column or any part. Specialize in dupli- 
‘ating bones. eck Enterprises, 70 Hull 
Street, Coldwater, Michigan. 


GENERAL ELECTRIC X-RAY, Mobile, 25 

MA, used less than 200 times. Wall- 
bucky cones A-1 condition. $1,500. Box 
3524 THE JOURNAL. 


WANTED: General Surgeon, 30, 3-year 

residency, candidate ACOS, desires to 
practice in 20-40 bed hospital. Good back- 
zround in operative orthopedics and gyne- 


ology. Box 3523 THE JOURNAL 
VRITE FOR PRICES ON OUR FCC 


DIATHERMY — Percussion Vibrators — 
‘omplete filing equipment, X-Ray Cabinet, 


-drawer, $73.00 F.O.B. St. Louis. Write 
for catalog. Hanley Company, 5614 
Grant Blvd., St. Louis 11, Mo. 
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WANTED: Osteopathic physician who is 
i a California 
license to take charge 
department 
with large out-patient clinic. Must be well 
in manipulative therapy. Los 

Box 4521 THE JOURNAL. 


eligible for or has 
cians & Surgeon's 
of physiotherapy 


grounded 
Angeles area. 


"HEN 











WRITING TO 


HE frequency with which the menstrual life of so many women 

is marred by functional aberrations that pass the borderline 
of physiologic limits, emphasizes the importance of on effective 
uterine tonic and regulator in the practicing physician's arma 
mentarium. 

In ERGOAPIOL (Smith) with SAVIN the action of all the alka 
loids of ergot (prepared by hydro-alcoholic extraction) is syner 
gistically enhanced by the presence of apiol and oil of savin. Its 
sustained tonic action on the uterus provides welcome relief by 
helping to induce local hyperemia, stimulating smooth, rhythmic 
uterine contractions and serving as a potent hemostatic agent to 
control excessive bleeding 

May we send you a copy of the booklet “Menstrual Disorders” 
available with our compliments to physicians on request 


MARTIN H. SMITH COMPANY 


150 LAFAYETTE STREET, NEW YORK 13, WN. Y. 


=== ERGOAPIOL ‘in SAVIN 


- THE PREFERRED UTERINE TONIC - - 


Physi- 


in hospital 
of the southwest. 
tors, but none doing 
answered promptly. 
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and No. 2G KRINKLE CLOTH gowns. 
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ADVERTISERS 


FOR SALE: Unusual 

qualified surgeon to own his own regis- 
tered 25 bed hospital, 
in good agricultural and 
Several 


The Menstrual Years of Lik 





Sage. ne 


SUPPLIED © 
to ethical phos. of 


& 


surgery. 


opportunity 


% BOTH suitable for public laundering: 


GOWNS for Your OFFICE 


(The No. 2G gowns require NO IRONING) 


No. 3G PLAIN CLOTH gowns 











for a 


brick construction, 
industrial 
referring doc- 
y. All inquiries 
1528 THE JOURNAL. 


area 





Careful tests prove that our beautiful Krinkle Cloth 
(crepe) gowns will “take” repeated trips to the public 


laundry. 


Teckla’s famous Plain Cloth gowns are 


especially designed to withstand everything any pub- 


lic 


laundry can give them. 





6 for $13.50; 
3 dozen or 
at $24 per 


Backs open 12”; 24”; 
or full length of 48”. 
Actual BUST 
MEASURE of 
garments: 


Size 1 (Small) 42” 
Size 2 (Med.) 52” 
Size 3 (Large) 60” 


Extra TIES: 
50 yards for $1.00 





TECKLA WHITE GOWNS 
for OFFICE PATIENTS .. . 
No. 2G KRINKLE CLOTH 


(requires no ironing) 
and No. 3G PLAIN CLOTH 








POSTAGE PAID on 
CASH ORDERS 





Your patients will 
the immaculate whiteness, easy 
comfort of Teckla office gowns. 
A trial order will convince you 
that our Doctors’ Office Coats 
are just what you want. 


appreciate 











eeenenee 


12 for $25 

neon *Write for FREE STYLE FOLDERS 

dozen on our DOCTORS’ OFFICE COATS 
eeee eee eee SSeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee* 
: THIS COUPON will save your time in ordering 
: TECKLA GARMENT CO., 26 Southbridge St., Worcester |, Mass. 
: Gentlemen: Please send us the following quantities of TECKLA 
« PATIENTS' OFFICE GOWNS: 
_ \ | Sepa oo) ; Size 3 
= (te. Bie Stee 9........... ; Size 2 5 3 See 
& (Backs open; 12 inches......; 24”. ; or full length of 48” 
. EXTRA TIES:........yards Send C.O.D......... or Postpaid...... 
e 
: NAME 

Address 
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Borcher dt 


A gentle laxative modifier of milk. 
One or two tablespoonfuls in day’s 
formula — or in water for breast fed 
babies — produce marked change in 
stool. Send for samples. 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. 


MALT SOUP Exczacz 








Chicago 12, Ill. 









skin 





‘Pressoplast ; 


7 Natural or Flesh Colored 


Adhesive Cotton E-L-A-S-T-I-C Bandage 


“ec bP, 
_— oiiane BANDAGE 


protecting medicated 


In the Treatment ot 


PHLEBITIS 
Thrombophlebitis 


VARICOSITIES ARTHRITIS. 
LEG ULCERS 
LEG ECZEMAS 


Write for Literature and Reprints 


Phlebothrombosis Medical bm a. i 


10 Mill Street 
MFRS. OF ELASTIC BANDAGES AND DRESSINGS 


of toe, foot, ankle 
and knee joints 


Paterson 1, N. J. 








Riley, Nell F., from Felton, Calif., to 501 
Melrose <Ave., Santa Cruz, Calif. 
from 108 E. Glenbrook Road, 


Rye, John K., 
to 8008 Glenbrook Road, Bethesda 14, Md 
Sanders, Herbert from Mesa Memorial 


Hospital, to 1200 N. 12th St., Grand June 
tion, Colo 

Sanson, John, from Hopewell, N. J., 
Pike, Andalusia, Pa. 

Schuler, Jack E., from 15070 Houston Ave., 
to 51 Puritan Ave., Detroit 3, Mich 

Schwartz, Harold, KCOS °51; Lancaster Osteo 
pathic Hospital, Lancaster, Pa. 

Seibert, William, from Clayton, Mo., to Olive 
Road at Emerson Ave., Creve Coeur, Mo. 

Shlanta, Olga M., from 610 Main St., to 600 
Sarah St., Stroudsburg, Pa. 

Sieh], Donald, from 1005 Third Natl. Bldg., to 
85 Pointview Ave., Dayton 5, Ohio 

Simon, Sidney, from 1575 Odell St., to 994 
Rhinelander Ave., Bronx 60, N. Y. 

Slaughter, Billie Bob, KCOS °51; Dade City, 
Florida. 

Smith, Harvey D., from 7722 N. 
to Smith Clinic, 7710 N. Loop 
Paso, Texas 

Smith, Joseph Lambert, from Willow Springs, 
Mo., to Neelyville, Mo 

Smith, William G., from 1749 N. Prospect 
Ave., to 1721 E. Lake Bluff Blvd., Milwau- 
kee 11, Wis. 

Snedeker, James R., from Kansas City, Mo., 
to 8950 Leavenworth Road, Bethel, Kans. 

Sorensen, Niels L., from El Torreon Bldg., to 
Santa Fe Osteopathic Clinic, 1301 Luisa 
St., Santa Fe, N. Mex 


to Bristol 


Loop Road, 
Road, El 


VALERIA 
ena apn 
ne * 


Dose: 


STANDARD PHARMACEUTICAL CO., 


ts ti.d- 
1 or 2 table At 


29074 Van 
Bank 


Frank B., from 
Ave., to State Savings 
Rock, Mich 

Sprecher, Eldo C., from 2930 I St., to 
25th St., Sacramento 16, Calif 

Everett E., from Geary, Okla., to Box 

427, Mountain View, Okla 

Henry R. M., KCOS °51; 411 S. 
Fourth St., Kirksville, Mo 

Strangio, Vincent J., from 505 Spring St., to 
113 E. Ninth St., Michigan City, Ind 

Swain, J. K., from 407 First Ave., to 60¢ 
Second Ave., Sterling, Il. 

Thornton, John W., from Los Angeles, Calif.. 
to 428 E. Olive Ave., Burbank, Calif. 

Tunnell, W. E., from 1400 E. Oliver St., to 
508 N. Long Beach Blvd., Compton, Calif. 

Waldo, William F., from 370 Skinner Bldg., 
to Waldo General Hospital, 8511 15th Ave., 
N. E., Seattle 5, Wash. 

Ward, Howard M., from Davenport, Iowa, to 
401 S. Second St., Elkhart, Ind. 

Watkins, Kenneth R., from Celina, Texas, to 
Celeste, Texas 

Watson, William H., from 122 
1028 Middle St., Bath, Maine 

Weston, Edith S., from 746 W. Elm St., to 
680 W. Elm St., Bishop, Calif. 


Riper 
Bldg., Flat 


Sprague, 


1220 


Front St., to 


Williams, John R., KCOS ‘51; Art Centre 
Hospital, 5435 Woodward Ave., Detroit 
Mich. 


Zacour, Alexander, from Cleveland, Ohio, to 
Osteopathic Hospital of Philadelphia, 48th 
& Spruce Sts., Philadelphia 39, Pa. 

Ziegler, John W., CCO °51; Grandview Hos 
pital, 405 Grand Ave., Dayton 5, Ohio 


concen 
efficiency 


“EUPHORIC 


n 
excitement : 


of nervoul ctrointestinal 


cardiac NS 
insomnia. 


4 of 100 tablets 
an 


harmacies 





INC.., 


1123 Broadway, New York 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 
Robone, Lawrence J., (Renewal) 804 S. Victory 
Blvd., Burbank 
fainter, Lloyd P., (Renewal) 1121 N. Fairfax 


Ave., Hollywood 46 
Treat, Clara L., (Renewal) 1202 Elden <Ave., 
Los Angeles 6 


MAINE 
McCrum, Robert M., (Renewal) 112 S. Man 
St., Old Town 
MASSACHUSETTS 
Jaffe, Bernard A., 21 Winthrop St., Poston 19 


MISSOURI 
Zimmerman, W. A., (Renewal) 
King, Mary, (Renewal) 206 St. 


field 
NEW JERSEY 
Warden, Robert M., (Renewal) Audubon Ilo- 
pital, 605-07 White Horse Pike, Audubon 
OREGON 
Hebard, Kenneth G., (Renewal) 
255, Newberg 


Mansfield 


Ouls, Spring 


Route 1, Box 


TEXAS 
Welsh, Winton L., (Renewal) 5119 Capitol, 
Dallas 6 
Cobb, Myrtle C., (Renewal) 512 W. T. Wag 
goner Bldg., Fort Worth 2 
CANADA 
Quebec 
laquith, Gordon H., (Renewal) 308 Conti 
nental Bldg., Cor. Wellington & Kings Sts., 


Sherbrooke 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base. 


— 
For making Burow's Solution 
U.S.P. XIV 


WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER IN ENVELOPES 
— TABLETS — 

For treatment of Swellings, 
inflammations, Sprains 
— 

For Pulmonary Conditions 


TRANSPULMIN® 


3% solution Quinine with 
22% Camphor for Intra- 
muscular Injection 
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TOPICAL ANESTHETIC OINTMENT 
Containing 20% Dissolved Benzocaine 


Stop the scratch-reflex 
Anesthetic Ointment for quick, 
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STOP the SCRATCH-REFLEX in ECZEMAS and EXANTHEMAS 
Smedtiiite 


Seratching may lead to tissue trauma, secondary infections, 
and possible permanent scarring. 
with Americaine Topical 
long lasting relief. Proved most effective in clinical tests. 
@® FREE—Send for Samples and Clinical Resume’ 
AMERICAINE, INC., 1316-A Sherman Ave., Evanston, Ill. 


ALSO FOR 


BURNS 
WOUNDS 
HEMORRHOIDS 
POST-HEMOR- 
ROIDECTOMIES 
POST-EPISIO- 
TOMIES 
DERMATOSES 
PRURITUS 








THE NEUROPSYCHIATRIC FOUNDATION, INC. 


Offers one and two year 


FELLOWSHIPS IN PSYCHIATRY IN THE MEYERS CLINIC, LOS ANGELES 


Training is available in the range of ambulant psychiatry emphasizing diagnosis and psychotherapy in coordination 
with the psychologist and psychiatric social worker. STIPEND $2,400 PER YEAR 


Graduates of approved colleges of osteopathy are eligible. APPLY TO THE DIRECTOR 


800 SOUTH BERENDO ST. 


THE MEYERS CLINIC 


LOS ANGELES 5, CALIF. 














[.D., Rush 


‘rice $12.50. J. B 


Callar 
irry J 
’rotessor ot 


ty Medical 






Books Received 


rHE CHILD IN HEALTH AND DIS 
ASE A Textbook for Students and Pract 
ners of Medicine. By Clifford G. Grulee, 


Professor of Pediatrics, University 
Illinois; Attending Pediatrician, Presby 
Hospital, Chicago; Chief Editor, Ameri 


Journal of Diseases of Children; formerly, 


cretary of the American Academy of Pedi 
rics, and R. Cannon Eley, M.D., Assistant 
Professor of Pediatrics, Children’s 
ospital, Children’s Medical Center, Harvard 
versity Medical School; Chief of Isolation 
rvice nd Visiting Physician, Infants’ and 
ildren’s Hospital, Boston; Member of the 
mmittee on Nominations of the American 
ulemy of Pediatrics Ed. 2 Cloth Pp 
with illustrations Price $15.00 lhe 
liams and Wilkins Company, Mt. Royal & 
ilford Aves., Baltimore, 1952 
rHE PRACTICE OF ENDOCRINOLOGY 
ted by Raymond Greene, M.A., D.M., 
R.C.P. Cloth. Pp. 389, with illustrations 


Lippincott Company, East 


ington Square, Philadelphia, 1951 
ANATOMY By 
Ph.D., (Med. Sc 
Northwestern 
Walter G 


SURGICAI 
Anson, M.A , 
Anatomy, 

School, and 


der’s 


Univer 


Maddock, 









M.S 
gery, 
Ed. 3 


Price 


, M.D. F.A.C.S., 
Northwestern 


Elcock Professor of Sur 
University Medical School 

Cloth. Pp. 1074, with illustrations 
$14.00. W. B. Saunders, West Washing 
Philadelphia, 1952 


ton Square, 
rHE 
Including 
and Optical Principles. By H 
F.B.P.A., A.P.S.A., Medical 
Kodak Company, Rochester, New York 
Pp. 118, with illustrations. Price $5.5' 
( Thomas, Publisher, 301-327 FE i, 
Ave., Springfield, IIl., 


PHOTOGRAPHY 


Discussions of 


OF 
Basic 


PATIENTS 
Photographic 
Lou 
Division, 


Gibson, 
Eastman 
Cloth 
Charles 
wrenc 
1952 
SELECTED WRITINGS OF SIR WII 
LIAM OSLER, With Introduction by G. I 
Keynes, M.D., F.R.C.S. Cloth Pp 
Geoffrey Cumberlege, 


Press, 1951 


278, with 


illustrations Oxford 
University London, 
ESSENTIALS O] 
garet M. Hoskins, 
der, Ph.D., New 
Cloth Pp. 240, 
$4.00 The ¢ V 
Washington Blvd., St 


HISTOLOGY. By 
Ph.D., and 
York University Ed. 2 
with illustrations Price 

Mosby 


Louis 3, 


Mar 


Gerrit Bevelar 


Company, 


1952 
THE PRESEN1 
OTIC THERAPY 


to Chloramphenicol, 


STATUS OF 
With Particular 
Aureomycin, and 
Francis G. Blake, M.D., 
ment of Internal Medicine, Yale 
School of Medicine, New Haven, Connecticut. 
Pp. 26. Price $.90. Charles C Thomas, 


ANTIBI 
Reference 
Terra 
Depart 
University 


mycin By 


Paper 


Publisher, 301-327 } Lawrence Ave., Spring 
field, Ill, 1952 

A TEXTBOOK OF CLINICAI NEU 
ROLOGY With an Introduction to the History 
of Neurology By Israel S. Wechsler, M.D., 


Columbia 
Neurolo 

Montefiore 
New 
illustrations 


West 


Professor of Neurology, 
New York; 
gist, The Mount Sinai 
Hospital and Rockland 
York. Ed. 7. Cloth. Pp 
Price $9.5 Ww. B 
Washington 


Clinical 
University, Consulting 
Hospital, 

State Hospital, 
801, with 
Saunders Company, 


Philadelphia, 


square, 


SPEECHES MADE EASY By Ben Solo 
mon, Editor of Youth Leaders Digest, teacher 
and «special lecturer at New York University 
and Springfield College. Paper. Pp. 39. Price 
$1.00 Youth Service, Inc Putnam Valley, 
N. ¥ 

rHE INTERNSHIP. By Roscoe L. Pullen, 
A.B., M.D., F.A.C.P., Professor of Graduate 
Medicine, Director of the Division of Graduate 
Medicine, Vice-Dean, Tulane University of 


Louisiana, School of Medicine, Senior Visiting 
Physician, Charity Hospital of Louisiana at 
New Orleans; Consultant in Medicine, Veter 
ans Administration Hospital, New Orleans 
Consultant to the Surgeon General, Depart 
ment of the Army, Washington, D. ¢ Paper 
Pp. 35. Price $1.25. Charles C Thomas, Pub 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1952 





1. LAXATIVE—CATHARTIC — often increasing susceptibility of intestine 
to stimulation from defecating centers; 


2. CHOLAGOGIC — relaxing the sphincter of Oddi; 
3. DIURETIC — gentle, indirect, non-toxic. 


Write for Professional Supply and Literature 
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CALIFORNIA COLORADO MISSOURI 
S. H. FINK 


THOMAS J. MEYERS 
Ph.D., D.O., F.A.C.N. 


Psychiatrist 


234 East Colorado Street 
Pasadena 1, California 











C. C. REID, D.O. 
EYE-EAR-NOSE AND THROAT 


620 E. Colfax Ave. 
Denver 3, Colorado 











CALIFORNIA 





DISTRICT OF COLUMBIA 








LEE R. BORG 
D.O., F.A.O.B.Pr. 
Certified by the A.O.B.P. 


Proctology 
1130 West Santa Barbara Avenue 


Los Angeles, California 
AXminster 7149 











Chester D. Swope, D.O. 


Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


D. O., F.A.O.C. Pr. 


Practice Limited to 


PROCTOLOGY and HERNIOLOGY 


Hospital Facilities Available 
Excelsior and Elizabeth Street 


Excelsior Springs, Missouri 








NEW MEXICO 











J. Paul Reynolds, D. O. 
E. L. Thielking, D. O. 
L. D. Barbour, D. O. 


Roswell Osteopathic Clinic 
and Hospital 
401 N. Lea 
Roswell, N. Mex 











CALIFORNIA 


MISSOURI 


NEW YORK 








WILFRED W. SLATER 
B.S., D.O. 


Esthetic & Reconstructive 


PLASTIC SURGERY 
L. B. 49896 1339 W. Willow 


By Appointment Long Beach, Calif. 











ANTHONY E. SCARDINO, D.O. 
Practice Limited to 


Dermatology & 
Syphilology 


929 Bryant Building 
Kansas City, Mo. 








Thomas R. Thorburn, D.O. 
HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 








COLORADO 


MISSOURI 


PENNSYLVANIA 





Philip A. Witt, D.O. 


Urology and Surgery 


1550 Lincoln Denver 











HAROLD COE, D.O. 
F.A.O.C.Pr., 
Proctologist 


501 Pine St. 
St. Louis 1, Mo. 








CECIL HARRIS, D.O. 
Psychiatry and Neurology 


Central Medical Building 


1737 Chestnut Street 
Philadelphia 3, Pa. 











RHODE ISLAND 





(] Standard — Size 8l/,x II. 
Ruled paper, punched for 
binder. 


Price $2.00 per 100, postpaid 





CASE HISTORY BLANKS 


Please specify whether Standard or Official. 


] Official — Size 8!I/>x 11 — 
Folded to fit box-file. 


A.O.A., 212 E. Ohio St. 
Chicago II, Ill. 








F. C. TRUE, D.O. 
SURGEON 


1141 Narragansett Blvd. 
CRANSTON 5§, R. I. 


CHIEF SURGEON 
Osteopathic General Hospital of R.I. 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine ‘Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 


no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 


Cedar Rapids, lowa 
COLCIN PAN-ENZYMES NORMIN 


Send for details on a sound reducing regime and plan. 
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NOW AVAILABLE.... _ 
3 ACCEPTED PHARMACEUTICALS ror | 
asso MANAGEMENT of OBESITY 


Detroit 34, Michigan 


Bb scce 


Over 30 different formulas, dosage forms, colors, shapes, and sizes—a'l 
designed to get results—in one handy folder. Includes many new, as 
well as old reliable combinations most often used. The successful! 
management of obesity requires comprehensive therapy, so send today 
for Tutag’s complete list of proven, modern pharmaceuticals. Simply 
fill in and mail the attached coupon. Your folder and complimentary 
package will be sent to you the same day—as are all of our orders. 


COMPLIMENTARY 


A regular trade size package (100) of our new specialty METALOSE. De- 
presses the appetite and relieves that empty feeling in the stomach. Each 
tablet contains: Methyl Cellulose, 5 Gr.; d-Amphetamine Sulfate, 5 Mg. 


19180 Mt. Elliott Ave., 


PLEASE SEND COMPLIMENTARY PACKAGE 


S. J. TUTAG COMPANY 
19180 MT. ELLIOTT AVENUE * DETROIT 34, MICHIGAN 






S. J. Tutag and Company, 





ssuectssdasie 


es sche uke oe ae ese bb Gabe cd cewcatasenencedeees 
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De, covuveudadsursabvadaad 


N.S rade 


City.... 


J.A.O. 











PLEASE 





UROLOGY 


Special attention to Prostate 
conditions, including Trans- 


Urethral resection. 


GASTRO-INTESTINAL 





Special attention to resistant 


and rectal conditions. 


colon 





(Established 1933) 


Devine Bros. Hospital 
918 Oak, Kansas City 6, Mo. 


Fw 


2-WAY 
RELIEF IN 














SINUSOIDAL HEADACHES 


4 
y = 


A new approach to relief of 
sinusoidal headaches! Wilco's 
Rhino-Thrycin (1) opens up the 
nasal avenues of ventilation and 
drainage; (2) combats infection 
by triple anti-bacteric 
activity. Now ina —- e 
preparation! Send 
samples and literature 


CONTAINS: 
ppecnyemedstne 1%: 

rethrycin .02% ; 
Chlorophyll10%: 
Phenylmercuric Acetate 
1:24000. In 1 ez. dropper 
bottles, 8 oz. and 16 oz. fo: 
nasal sprays. 











WILCO 


RHINO-THRYCIN 


anti-bacterial and decongestant 





. SAMPLE AND 8 
: FREE iitearure : 
= WILCO LABORATORIES - 
= 800 N. Clark St., Chicago 10, Ill. . 
= Send sample and literature on Rhino-Thrycin § 
s . 
_O. eamdee AoNEE HER OM nwe Cates Kaaaeden - 
= « 
S Address .. . -8 
= 
H City . — ee H 
: Please enclose professional card. ° 
s 





MENTION THE 


Hydergine — A New Product 





JOURNAL WHEN WRITING 


and New Approach To 
Peripheral Vascular Diseases 


Investigation of a new approach 
to the treatment of peripheral vascular 
diseases and hypertension has estab- 
lished the practical value of hydrogen- 
ated ergot alkaloids. 
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COSMO CUTTING UNIT 


Finger-Tip ‘Heat Control 


O ADVERTISERS 





| Compact. Easy to use. Blade oper- 


ates thermally at temperature that 
can be regulated for all cutting, cau- 
terization and coagulation pro- 
cedures. Plug in on 110 AC 
or DC current. 6 months guar- 
antee. Thousands of satisfied 
users. 






ii a 

























































































.,. | Safe! 

Development of these alkaloids | yg spark 
in the Sandoz Laboratories, study of | gap, Oper- 
their properties and evaluation of their | ates on heat 
usefulness by clinicians are the ground- nett 
work for the therapeutic application of | ethyl, 
Hydergine ampuls. Hydergine consists | chloride 
of hydrogenated derivatives of the three | ® 
alkaloids in the ‘‘ergotoxine g ": di | Seater 

d ‘ 7 2 ! xi ¢ group’ s i- | agents. 
hydroergocornine, dihydroergocristine ONLY 
and dihydroergokryptine. 5 50 

— . - 

Days 0 20 0 = 60 8% §=100 ~—-120 4 160 ——180 42 Literature Available. 
: a Sy) COMPLETE 
ool Ny swat COSMO CAUTERY CO. 
a eco 4215 Virginia Ave. 
Pan pine St. Louis I1, Mo. 

= Blood bar 
140 Ht sae Placebo| Ya | | ____ 
aL NERD ean 
Aaneads on.) | 6a a Suggest this topical therapy 

een +g | IZ : wach 

= a eee am, . between office visits for 
The above graph illustrates the results obtained in 
a typical case from research files. Replacement of 
Hydergine by administration of placebos caused 
immediate rise in blood pressure; resumption of | 


Hydergine therapy again produced a fall in blood 
pressure. 


Hydergine produces vasodilation, 
lowering blood pressure and improving 
circulation, by an interplay of several 
actions. These actions are: centrally, 
dampening of vasomotor impulses and 
sedative effect; vagal action producing 
bradycardia ; 
blockade. 


peripherally, adrenergic 


Average Starting Dose: 1 to 2 cc. 
every other day. Optimal dosage for 
hypertensives may be either higher or 


lower, depending upon response noted | 


in a Preliminary injection test. For full 
data request Hydergine booklet; 
contact: 


eo Priurnecunteade 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


ACHES:PAINS 


Muscle Soreness and Stiffness 
Lumbago and Neuritis Discomfort 


Between professional visits, your 
patients should welcome this topi- 
cal analgesic, counter-irritant, de- 
congestive home therapy. Suggest 
that they massage the affected area 
with Musterole. 


Musterole with massage helps in- 
crease topical circulation creating 
needed heat right where applied— 
and brings fresh blood to the af- 
fected parts for symptomatic re- 
lief. A clean white rub that will 
not stain the clothing. 


The only rub made in 3 different 
strengths: Children’s Mild for ten- 


der skin. Regular for adults and 
Extra-Strong Musterole for more 
distressing cases. 
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In Frequently Encountered 


Vaginal Aftections 
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oT only do Vagisol Suppositabs—suppositories tab- 
let-shaped for easy vaginal insertion—prove lethal 
for Trichomonas and certain pathogenic bacteria, 
/ but they also alter the characteristics of the vaginal 
secretions to encourage the growth of the normal 

/ vaginal inhabitant, the Doederlein bacillus. 
Vagisol Suppositabs accomplish this twofold approach 
/ through the powerful antibacterial influence of phenyl 
/ mercuric acetate and tyrothricin, and the desirable ac- 
/ tions of succinic acid, papain, lactose, and sodium lauryl 
/ sulfate. The latter ingredients aid in restoring normal 
/ vaginal acidity and in encouraging the growth of Doed- 

/ erlein bacilli. 

/ Vagisol Suppositabs are specifically indicated in the 
/ treatment of Trichomonas vaginitis and in the manage- 
/ ment of other vaginal and cervical affections. They can 
/ be used either alone or in conjunction with local surgery. 
/ The usual course of treatment consists of one Suppositab 
inserted high into the vagina morning and night for a 
period of three weeks. Vagisol Suppositabs are nonstain- 
ing, odorless, and nonirritant. Supplied in bottles of 36 


Each Vagisol Suppositab Supplies: 


Phenyl Mercuric Acetate. 3.0 mg. (0.046 grain) 
Tyrothricin, N. F........ 0.5 mg. (0.008 grain) 


Succinic Acid.......... 12.5 mg. (0.193 grain) Suppositabs. 
Sodium Laury! Sulfate... 3.0 mg. (0.046 grain) 
— ceccuucecceeees 25.0 mg. (0.385 grain) SMITH-DORSEY, LINCOLN, NEBRASKA 
ioroedesesonenes« Se Ss. 
sasusiidie , A Division of THE WANDER COMPANY 


/ VAGISOL 
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A Dosey PREPARATION 





PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS —- A.O.A 


















one man’s meat 


! Deficiency diseases tend to be multiple and it should not surprise 


you that people eating at the same table may all have deficiency 


diseases; the surprising thing is that one may have one deficiency 


disease, while another person may have an entirely different disease. 39’ 


1. Spies, T. D.: Recent Progress in Nutrition. Postgrad. Med. 6:97 (Aug.) 1949. 


VI TERRA assures rapid and 
efficient correction of multiple 
nutritional deficiencies wher- 
ever diet is inadequate or im- 


properly utilized. 
10 VITAMINS ~ 11 MINERALS 


AND TRACE ELEMENTS 





ALL IN ONE CAPSULE 





J. B. ROERIG AND COMPANY, 536 LAKE SHORE DRIVE, CHICAGO 11, thE. 








Each Viterra Capsule Contains: 


Vitamin A 5,000 U.S.P. Units 
Vitamin D... 500 U.S.P. Units 
Vitamin By. ... 1 mcg. 
Thiamine Hydrochloride. . 3 mg 
Riboflavin... .. 3 mg 
Pyridoxine Hydrochloride 0.5 mg. 
Niacinamide...... 25 mg. 
Ascorbic Acid... : 50 mg. 
Calcium Pantothenate. : 5 mg. 
Mixed Tocopherols (Type IV) 5 mg. 
Calcium. .... bencaevasiars 213 mg 
Pe ree 0.1 mg. 
eee fe 1 mg. 
er en ... O.15 mg. 
Iron Serre ee 10 mg. 
ee 1 mg. 
Magnesium...... 6 mg 
Molybdenum............... 0.2 mg. 
Phosphorus. ...... ; .. 165 mg. 


Potassium. ...... <r . Smg 
Zinc eee ; 1.2 mg. 


Available at all Pharmacies 

























Vupercainal Ointment 


for prompt and prolonged relief of 
local pain and itching 





NUPERCAINAL OINTMENT is indicated in 
Hemorrhoids, Anal Fissures, Pruritus Ani, Pruritus 
Vulvae, Fissured Nipples, Burns, Intertrigo, 
Decubitus, and Nasal Furuncles. 

NUPERCAINAL OINTMENT contains 1% Nupercaine 
(dibucaine) in a base of lanolin and petrolatum 
available in 1 oz. tubes with applicator and | Ib. jars. 


NUPERCAINAL CREAM contains 0.59% Nupercaine 
in 114 oz. tubes. 


J 
Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
NUPERCAINAL® NUPERCAINE® (brand of dilbueaine) 2/i74eu 








